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Patients Delighted 
Medical Men Satisfied 


“The injection method of obliterating varicose veins and varicose ulcers 
is a safe treatment which all medical men can carry out in their consulta- 
tion rooms with the best possible results. It is economical for the patient, 
both in time and money. It is far safer than an operation, the patients are 
delighted and the medical men are satisfied.”——-The Lancet, May 4, 1929, 


p. 957. ; 
At the 1928 London Conference of The Royal Society of Medicine, 


Sicard reported more than 300,000 injections without a single fatality or 
even a severe complication. The British Medical Journal commends it as 


“a simple, safe and quick procedure.” 

Sir Berkely Moynihan states: ‘“‘What is certain is that a new, simple, 
safe, quick device has been found for dealing with conditions formerly 
remediable only by extensive and protracted methods, and that patients who 
could not prudently be advised to submit to surgery can now be relieved of 
their discomfort and dangers without a qualm of anxiety.” 


The following Sterile Tested Solutions are offered for injection treatment: 
1. Quinine and Urethane solution in 2 cc. ampoules and in 25 cc. Am- 
poule-Vials. This appears to be the solution of choice. 
2. Dextrose 50% solution in 20 cc. Ampoules. 
3. Sodium Salicylate 20-30 and 40% solutions in 5 cc. Ampoules and 
in 25 cc. Ampoule-Vials. 
4. Sodium Chloride 20% solution in 25 cc. Ampoule-Vials. 
National Ampoules and Ampoule-Vials are prepared from carefully 
tested C. P. products, proportions are accurately measured, the pH is ad- 


justed with meticulous care, sterility check tests are carried out-on each fin- 
lished lot insuring “safety and dependability of National Ampoules and 


Ampoule-Vials.” 


We have published an extensive monograph on “The Injection Treat- 
ment of Varicose Veins and Varicose Ulcers” and will gladly mail postpaid 
a copy on request. 

Full literature on request. 




















vious 
derec 
are r 
term: 
that » 
ticuls 
those 
know 
body 
ing a 
left a 
Study 
tance 
cover 
Wwe ca 
* Pres 














Medical Cimes 








A Monthly Record of Medicine, Surgery and the Collateral Sciences 





Vol. LVII, No. 7 


New York, July, 1929 


Twenty-Five Cents a Copy 
Two Dollars a Year 





Board of Contributing Editors 


Wu. G. ANverson, M.Sc., M.D., Dr.P.H....New Haven, Conn. 


Se, CE, EE, sn cinvsacsdnntcceccesecens Paris, France 
ER ED a den inncsavescadeages a 
Joun W. Bow ter, A.M., M.D. ...........++-- Hanover, N. 

Cartes R. BROOKE, | ERE Ieates Newark, N. j. 
Watter Ciarke, M.A., M.B., L.R-C.P. (Edin.).....New York 
Hewry Crarke Cor, M.D., F.A.C.S........2.-. 2000s ‘New York 
Epwarp E. Corn WALL, i Sh F Yo ee Brooklyn, N. Y. 
CE D, GE, BEER. conccccccscsvcceeseones Chicago, III. 
Kgnnon DunBAM, M.D. ...........0cseceeeeee Cincinnati, O. 
i BO cccascunadeppneaneeene Philadelphia, Pa. 
Harotp Hays, A.M., M.D., F.A.C.S...........0+: New York 
Ameé Pau HEINECK, TL. incon bebebuatetneded Chicago, Ill. 
WALTER J. HIcHMAN, rane New York 


Harvey Burteson Matruews, M.D., F.A.C.S..Brooklyn, N. Y. 
Vencens PF. Massota, M. D. ......ssoscocece Prooklyn, N. Y. 
Ropert T. Morris, A.M., M.D, F.A.C.S............ New York 
Henry H. Morton, M.D., F.A.C.S............ Brooklyn, N. Y. 
D. G. Macteop Munro, M.D., vw .P. (Edin.)..London, Eng. 


Vicror C. Pepersen, M.D., F.A rv ERR ENG A New York 
Joun O. Potak, M. Sc., M. sh ee Brooklyn, N. Y. 
DE TE, Bag, Behe dso ncecccisenesxeis Paris, France 
a nanadain Atlanta, Ga. 
Joun W. SuHuman, M.D., F.A.C.P......... Los Angeles, Calif. 
oe ee errr hicago, 

Otiver L. Strincrrevp, B.S., M.D............. Stamford, Conn. 
NATHAN B. Van Etten, M.D...................---..New York 
Watter Baer Wetter, M. D. ............. 0000s. New York 





Forensic 


Ballistics* 


An Illustrated Lecture on the Identification of Bullets and Firearms in Homicide Cases, With Special 
Emphasis on the Part Played by the Medical Profession 


Mayor Catvin GoppARD 
Richmond, Va 


You have all been familiar with forensic chemistry 
for some years past, so there is no special reason w hy 
you should not become familiar with forensic bal- 
listics, because firearms and ballistics, which has to 
do with firearms, figure very prominently now in our 
daily lives, more so than most of us would like to 
have them. Ballistics, strictly speaking, is the science 
which deals with the motion of projectiles, but we 
use it in a wider sense here to deal with projectiles 
both in motion and at rest. 

It is not generally known that there has in the 
past few vears been developed a scientific means of 
identifying projectiles which figure in homicide cases. 
This science we have named forensic ballistics. Ob- 
viously, it is very important when a man is mur- 
dered and his body is found, and one or more bullets 
are removed from the body, that we be able to de- 
termine what type of arm fired those bullets, and 
that we also be able to determine whether some par- 
ticular arm which may be under suspicion has fired 
those bullets. If there be shells, it is important to 
know what particular arm fired those shells. If a 
body be found which has been the victim of shoot- 
ing at close range, so close that powder burns are 
left on the skin or the clothing, it is important to 
study those burns to determine if possible the dis- 
tance at which the arm was fired, and if we can re- 
cover and examine one or more grains of gunpowder 
we can not infrequently determine the make of that 


a 


* Presented before the Society of Medical Jurisprudence, January 14, 1929. 
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powder. It is important to pick up wads of shotgun 
shells. It is important to know the source of origin 
of a weapon found at a crime, to trace it from hand 
to hand, from the maker to the wholesaler, to the 
retailer, and then to the purchaser. The identifica- 
tion of arms and ammunition, or “forensic ballistics” 
has therefore come to be an extremely important part 
of the various scientific methods of fastening a crime 
of violence upon a particular individual. That we 
can identify a given arm as having fired a given bul- 
let or shell, or can connect the fired bullet with a 
given make of arm, is due to the extremely happy 
fact that some of vou are not aware of, that no two 
things are exactly alike. If you take two match- 
sticks and put them under the microscope, you can 
detect plenty of differences. The same thing holds 
for two blades of grass, two oak-leaves, two pins, or any 
two things that look exactly alike; if we examine 
them very minutely, there are distinguishing differ- 
ences. That holds true for the barrel of a pistol with 
which the bullet makes contact, and any part of a 
firearm which comes in contact with the shell. Two 

barrels made in immediate sequence on the same 
rifling machine, cut with the same rifling tools, show 
certain microscopic differences which register so 
plainly that if we examine bullets fired through those 
barrels we can say this bullet came from Barrel A, 

and this bullet came from Barrel B, and we can show 
that directly. Once when on duty at the U. S. Armory 
at Springfield, I made up six barrels on the same 
rifling machines, four upon one machine, and two 
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on the adjacent machine. Another officer fired two 
bullets from each of the six barrels, 12 bullets being 
fired. He put his own secret marks on the base of 
the bullets and gave them to me, and by studying 
them with the comparison microscope, I paired them 
off into the six pairs according to the barrel through 
which they had passed, and handed them back to 
him, receiving his statement to the effect that I had 
done it correctly. A shell can be equally well iden- 
tified. As we go along with the slides, I want you 
to bear in mind that all this identification goes back 
to the simple fact that no two things are ever quite 
alike. 


Apart from identifying a bullet with a given arm we 
can, when presented with a fired bullet of unknown 
origin, identify the make of arm which fired it by a 
study of the groove marks left upon it by the barrel 
through which it passed. No two makers rifle their 
arms in the same fashion. The Colt Company have 
a certain method of rifling their arms; they use six 
grooves, inclined to the left; the Smith and Wesson 
Company use five grooves inclined to the right. 
There are only two other big American makers, and 
their grooves incline to the right. If we have on 
hand the manufacturer’s specifications and specimen 
bullets fired through known arms, we can identify an 
unknown fired bullet by measuring the width of its 
grooves, counting their number, noting their direc- 
tion and slant, referring our findings to specimen 
bullets and to our specifications of the various 
makers, and can eliminate every make but the actual 
type of arm which fired the unknown. It is a coinci- 
dence that no two makers use the same type of rif- 
ling, but each works out what he wants, and that 
makes to our great assistance in our efforts to iden- 
tify projectiles. 


Most of us have an idea that there are cartridges 
of a certain few calibers available, as 32, 38, 45, etc., 
but few know that there are 30 and more different 
kinds of 38 caliber pistol cartridges alone (and nearly 
as many in other calibers), very few of which are 
interchangeable with each other. The list on this 
slide is merely given to show that we are not dealing 
with a simple problem, but one, although the fact 
upon which it is based is simple, which has a great 
many ramifications, because when we undertake to 
make our identification of a bullet we do not have a 
single 38 caliber bullet, or a single 32 or 44 or 45, but 
we have 30 different kinds of 38, etc., and this figure 
is also multiplied by the number of different makers. 
In order to be able to identify unknown bullets we 
must keep on hand many thousands of unfired bul- 
lets, know every caliber, and every type by every maker, 
so that when we wish to make our identification, we 
can compare our fired bullet with others of its type 
of all makes and exclude all the makes except the one 
to which it actually belongs. 


This slide illustrates a few of the 38 caliber car- 
tridges with which we deal. On the right hand is a 
cartridge not commonly used in this country; it is 
the first type of metallic cartridge ever developed, 
goes back to about 1836, and is still used widely in 
foreign arms. These are other types of 38’s, most of 
which will not interchange with each other, although 
they are all of about the same diameter. “38” means 
38/100ths of an inch. 

Let’s say a man has been murdered. They have 
recovered a bullet from his body and want to know 
what company made that bullet. They have three 
suspects; none of them have guns when arrested; 
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they have all gotten rid of their arms, but at the 
house of one suspect we find a 38, made by the Win- 
chester Arms, and in the second we find the same 
thing, made by the Peters Company, and in the 
third we find another made by the United States 
Cartridge Company. We want to know what com- 
pany made the bullet taken out of that man’s body, 
because if it is made by any of those three com- 
panies, we are going to work on that particular sus- 
pect. Here are the specimens of the 38 caliber: 
Smith and Wesson bullets of all the various Ameri- 
can makes,—there are five ammunition companies in 
the United States. If you go to a store and ask for a 
38 cartridge, you may_get one made by Winchester 
Arms, by Peters, Remington, United States, or 
Western. They are all made for the same type of 
arm, of the same diameter, and about the same weight, 
but they are all different. All we need to do is to 
get out of our reference collection the unfired bullets 
of the different makers, compare the fired bullet with 
the unfired ones, and within a few minutes we can 
eliminate all the makes except the company which 
turned out that particular bullet. 

This slide is a mechanical drawing which illus- 
trates the difference which exist between bullets of 
the same type, of different makes. This groove is 
calied the cannelure; the position of the cannelure 
differs according to the make; the width of it differs; 
the shape of it differs; there are half a dozen points 
by which it is very simple to identify the make of a 
particular bullet. 

The shells have the name of their makers stamped 
on their heads. If the name were not so stamped, 
it would still be possible to identify them because the 
contours of their heads differ. 


The powders which load the shells differ. This 
slide shows black powder. The residue of this pow- 
der is voluminous in amount, and soon clogs the 
barrel. 

This is a type of smokeless powder which looks 
like popcorn balls—irregular, round objects. Here 
are the other types of smokeless powder. 

This is the residue of the last smokeless powder 
shown, burned in the open air. Were it burned in 
the barrel, there would be no appreciable residue. 

These slides are shown merely to illustrate the 
fact that the powders differ in their physical charac- 
teristics as made by the different companies, and 
when a man is killed at close range, if we can re- 
cover from his skin or clothing a single grain of un- 
burned powder, by comparing that with our refer- 
ence collection of unfired powders we can ascertain 
its make, because the powders differ in color, size, 
and shape. No pistol under ordinary conditions 
burns all the powder in a shell fired in it, the barrel 
is too short. A fairly large proportion of the charge 
issues from the muzzle in an unburned state, and 
some may be found on the skin or clothing of a per- 
son killed at close range. 


I called your attention to the fact that different 
makers rifle their arms in different fashions. Rifling 
is the cutting of grooves in the barrel to impart a 
rotatory motion to the bullets it fires. The grooves 
are cut at an angle. The bullet as it passes through 
the barrel is given a spin. It “goes to sleep”, just 
as a top goes to sleep. The motion of angular rota- 
tion which rifling gives a bullet causes it to fly much 
farther and much straighter than if it passed through 
a simple tube, so that practically all modern arms 
are rifled. 
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We have four well known makers of pistols and 
revolvers in this country: Smith and Wesson, Iver 
Johnson, Colt, and Harrington and Richardson. This 
slide illustrates longitudinal sections of barrels by 
these makers. The Smith and Wesson has grooves 
which incline to the right of the vertical line; it has 
five grooves in the complete barrel, and two and a 
half in the section. The Iver Johnson has the same. 
The Colt has six grooves turning to the left, and 
the Harrington and Richardson type has five grooves 
turning to the right. If we get a bullet with five 
grooves to the right, we know it is one of these three 
(Smith and Wesson, Iver Johnson, or Harrington 
and Richardson), and we determine which one it is 
out of by measuring the groove width and angle, 
and by referring back to our specifications as used 
by the various makers. This groove (indicating on 
slide) is 0.1099, and the land is 0.1099. The “land” 
is the elevated portion between two grooves. 


These are four bullets fired through the four dif- 
ferent makes of arms which have just been illus- 
trated. Here we have the three with the right hand 
twist and here the one with the left hand twist. 

From the slides which have just appeared, it is 
evident that it should be possible to determine the 
make of arm through which a bullet has been fired 
by studying the types of grooves, the number of 
grooves, and the angle of the grooves, plus the direc- 
tion of the grooves upon the surface. How can we 
tell what particular arm a bullet has been fired 
through? To do that, we have to know how a gun 
is made, and this will give in part the idea of how 
the process is carried on. We start with a cylindrical 
piece of steel. Through this a steel drill is passed 
which leaves a rough hole. That is not a finished 
operation. To polish that out they ream it with a 
tool which has several cutting edges which polish off 
the scars left by the drill, leaving a smooth interior. 
Through that reamed barrel is now passed a “rifling 
head” in a slot in which is a cutting edge just the 
width of the grooves they wish to cut in that barrel. 
This rod is first passed through the barrel so that 
it does not touch the interior of the barrel at all. 
Having been passed out of the muzzle, it automati- 
cally strikes a little gadget on the machine which 
elevates the cutting edge. It is then drawn back 
through the barrel. As it is withdrawn, it gouges 
out a shallow groove in the surface of the barrel, 
spiralling as it goes. Having made this very shal- 
low groove, the entire barrel is rotated; the rod is 
passed through the barrel again, starts the second 
groove, and so forth. In American arms these 
grooves vary from three to seven, the average being 
five. Having started all the grooves, the barrel be- 
ing rotated each time, the cutter is automatically 
jogged up, so that it rises a little higher, and num- 
her one groove is cut a little deeper, and so on, until 
after many rotations of the barrel, and many oscilla- 
tions of the cutter, these grooves have been cut to 
the predetermined depth, which in American prac- 
tise varies from 3 to 5/1000ths of an inch. 


Actually under the microscope every cutter shows 
a series of serrations along its edge and furthermore 
the arrangement of those serrations or teeth changes 
every time the cutter is drawn through the barrel. 
You cannot rifle a gun without wear, and that wear 
is appreciable through a series of fine scratches 
which the serrations on the cutting edge leave in 
the bottom of the grooves, but the series differs for 
each groove, because the teeth or serrations on the 
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cutting edge are constantly changing, so that not 
only are two pistol barrels made on the same ma- 
chine different, but two grooves in the same barrel 
are different with respect to these fine scratches or 
parallel lines which we find in them. So we have 
here a system of identification, as between two guns 
of the same make. 


To illustrate that I show a composite photograph 
of a 38 caliber bullet fired through a Colt revolver, 
in two positions, The groove of the gun is repre- 
sented by the land on the bullet, and vice versa. 
Here is a groove on the bullet which was cut out by 
the elevated portion or land of the barrel. If every 
groove on the gun were the same, and had the same 
characteristics, the same fine scratches would be left 
by the gun on every land of the bullet. But if the 
grooves in the barrel are different with respect to 
their fine markings, we will get a different fine series 
of lines on each land of the bullet. These fine lines 
here are peculiar to this one groove, showing that 
the fine scratches in this particular groove differ 
from the fine scratches in that particular groove. 
How are we going to spot those scratches and de- 
cide whether they are the same or not? We fix the 
bullet to a little rotating spindle with a wax of a 
very high melting point, because we do not want to 
grasp it mechanically and leave upon it any marks 
which it did not receive in passing through the bar- 
rel or coming to rest. We fire through our suspect 
weapon a second or “test” bullet and compare the 
two under a specially devised “comparison” micro- 
scope. Here is the test bullet. The image of this 
bullet travels up this tube; the image of the fatal 
bullet travels up this tube; they both strike prisms, 
and fuse in the eyepiece to form a single image, the 
base of which is contributed by the fatal bullet, the 
nose of which is contributed by the bullet we fired. 
Were we to see the entire fatal bullet we would see 
the outline I am drawing. We see what is included 
in the area of the eyepiece; we see this much of the 
test bullet and this much of the fatal bullet. We 
rotate the fatal bullet until one of the grooves left 
en it by its passage through the barrel comes into 
the middle of the field. We now rotate the test bul- 
let until a groove on it comes up and joins to that 
on the fatal one. If both bullets are of the same make 
and caliber, the grooves will be of the same width 
and angle, because as I have said, a certain maker 
will use grooves of one make and inclination as op- 
posed to any other make. If in addition they are 
from the same arm, the finer markings in the groove 
itself will fuse across this line, provided we have 
corresponding grooves matched. We try one groove 
of a test bullet, and then another, and then another, 
against one groove of the fatal one. If we get a fusion 
with respect to the edges of the groove alone we 
know we have the same make of gun, but not the 
same gun. If the fine scratches match, and we ro- 
tate the two bullets, and the fine scratches fuse all 
the way around, we know we have two bullets from 
the same gun. 


This slide illustrates what we see through the 
microscope. Left of the dividing line we have a por- 
tion of one bullet. To the right we have a portion 
of the second bullet. These are the corresponding 
groove edges, and here is the opposite side of the 
groove. These are from the same make of arm, but 
oe the same arm, because the fine striations do not 
use. 


Here is a photograph taken of two bullets from 
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the same arm, and these are the fine striations fus- 
ing across the dividing line. 

Here is the bullet which killed a man in Jersey 
City. Here is a bullet fired through the suspect 
weapon. Here are the fine scratches which are found 
on all bullets from that particular arm, and it is abso- 
lutely beyond question that both bullets travelled 
through the same barrel. 

Here is another composite photograph. This bul- 
let in the lower portion of the picture killed a prison 
guard in Trenton, New Jersey. The top bullet is a 
bullet fired through the weapon of the suspect. These 
are the groove edges which as I said before show 
the width of the groove. Two bullets from the same 
make of arm will fuse as to groove width, but if they 
are not from the same arm we do not get the same 
fine striations on the lands. 

We have another method of illustrating that. The 
pictures I have shown so far were taken under the 
microscope. We can also take the pictures directly 
and cut the prints, and match them just as if they 
were matched in the comparison eyepiece of a micro- 
scope. Here is a bullet which killed a man, and here 
is one fired as a test through the suspected weapon. 
We will cut the print of our fatal bullet and the 
print of the test bullet, place them in opposition, and 
the prints will match. 

Here again is the fatal and here is the test bul- 
let and here are the fine lines matching, indicating 
that they are from the same weapon. 

We will leave bullets for a moment and go to 
shells. How is it possible to determine if an indi- 
vidual shell was fired from a particular weapon? It 
is possible because in the fabrication of a revolver 
an aperture is drilled into the frame which is called 
the recoil-plate aperture. In the center of each re- 
coil-plate is a small hole through which the firing 
pin, the instrument which discharges the shell, is 
due to travel in order to explode the primer. After 
that recoil-plate is set into the base of the breach, a 
filing operation is done by hand to level the face of 
the breech and to make it smooth; that leaves this 
recoil plate covered with a series of fine scratches. 
You cannot take a file and leave the same mark with 
it twice. The fabrication of an automatic pistol is 
similar, except that the file travels up and down 
between the two sides of the slide. The shell recoils 
against the recoil-plate. These fine lines on the face 
of the hard steel breech are imprinted on the soft 
copper cap. They leave their individual signatures 
on every cap, just as every gun barrel puts its finger- 
print on every bullet fired through it. 

This is a photograph taken through the muzzle 
of a Colt revolver, showing the file marks across the 
recoil plate and breech. 

Here is the break-down type of arm, with the 
scratch-marks of the file running transversely across 
the firing pin aperture. You all know that when 
the explosion takes place the pressure within that 
shell is the same in all directions; the pressure be- 
hind the bullet varies from 8 to 16000 pounds per 
square inch in different calibers and types, and the 
pressure that sends the shell against the breech is 
the same. Here is the primer; the cap has a per- 
fectly smooth surface before it is fired. These are 
the transverse scratches which it receives from the 
breech of the arm when it is fired. 

Here are two shells fired from the same make of 
arm, but not from the same arm. The scratches left 
on this cap are much different from those left on this 
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one. Yet the two arms held side by side would be 
indistinguishable to the naked eye. 

These are two shells fired from the same gun. We 
can prove the scratches on them are identical by 
cutting sections out of this print and out of that, 
transposing and piecing the prints together, and 
showing that all the lines flow together. 

Photographs of the shells out of two different guns 
which you saw a minute or two ago, if they are cut 
and transposed, will not match. That is self-evident. 

Here is a fatal shell found near the body of the 
victim, and here is the shell fired from the suspected 
weapon photographed under the microscope. The 
fine scratches match, showing that they were fired 
from the same gun. Here is another case much more 
highly magnified. 

Where we have no hand filing, we have other 
means of identification. Here is a rifle breech. Con- 
centric circles are seen. The end mill forming the 
breech face has four cutting arms. Every little tooth 
leaves a mark. These teeth wear so constantly and 
so definitely that a series of concentric circles is 
made on the breech, which differs on every succes- 
sive breech that is made. 

Here is a fused picture of two breeches, one hali 
from one, and one half from the other. We get 
occasional coincidences, but the majority are not the 
same. The cutter has worn between the time of 
finishing one breech and the next, so that the circles 
are not identical. 

Here is how a firing pin is made. The firing pin 
leaves a mark, too. They are made on machines 
which are automatic. A long rod is rotated very 
rapidly in one direction, and at the same time is ad- 
vanced against a fixed cutter. Here is the vertical 
edge. Actually that cutting edge has tinv teeth. leav- 
ing a series of concentric circles. When the pin 
sinks into the shell, it leaves a series of concentric 
circles like that. The next firing pin will have the 
circles differently distributed and they will not be 
identical on two shells fired with two succeeding fir- 
ing pins. Two shells fired in different arms, even 
if their firing pins be made one after another, will 
show a non-fusion of the tiny circles when studied 
under a comparison microscope. 


Here is a photograph of three rifle firing pins made 
cn the same machine. The distribution of these tiny 
concentric circles is radically different, despite the 
fact that they all came from the same machine. 

This shows revolver firing pins made in succession 
on the same machine. The contours of the tips are 
absolutely different. It is perfectly evident that this 
one will leave a certain type of depression in every 
shell it strikes and that one will leave a slightly dif- 
ferent impression. . 

When you pick up two shells and look at the im- 
prints left on them, the uninitiate would say they 
were not fired by the same gun, if one shell showed a 
firing pin imprint right in the middle of the cap, 
and the next one to the left of the center. But. as a 
matter of fact, the same gun never'hits two shells 
exactly in the same place. We have three points of 
play in an automatic pistol. The shell must have a 
certain play between its exterior and the walls of the 
chamber, or we could not get it in or out. There 
has to be an appreciable amount of play between the 
firing pin and the breach block and between barrel 
and slide. That being the case, these elements of 
play being introduced, a firing pin may hit.a shell 
at one point one time, and the next time so, and the 
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next time so, because the shell is not presented to 
the firing pin in quite the same position, so that 
when we undertake to study marks left on the 
shells, we must take that into consideration. This 
is an off-center shot, and this is a low center, and 
these indicate various other positions in which the 
firing pin in any one arm may hit different shells it 


fires. 

Here are two shells fired by two different arms, 
but the firing pin hit each at about the same place. 
On superficial inspection one might think they were 
fired from the same gun because of this. 

Here are two shells fired from the same arm which 
on casual examination we might think were fired 
from different guns because this one shows an off- 
center impression and the other a dead center. But 
the geographical relationships of the superficial 
markings to the circular depression left by the firing 
pin are the same, and that is what counts. We have 
here an inverted “Y”. Just at the right we have a 
prominent ridge. We pick up the other shell and 
see the inverted “Y” here. We can trace all the 
marks on one shell and they will all coincide on the 
other. This was a shell found by the body of 
Baradelli who was the guard in the South Braintree 
robbery for whose death Sacco and Vanzetti were 
executed. This shell was fired from Sacco’s gun 
by the State. You will see this “W” imprinted ; that 
was used by the Winchester Arms Company at one 
time on its primers. At the time of the shooting 
it was obsolete and was not available so that the 
State had to use cartridges of a newer vintage in its 
tests. When Sacco was arrested after the shooting, 
he had three more shells in his pocket with a “W” 
on the primer. 

You will notice in this slide the mis-matching of 
the edges of the primers. We disregard that; it is 
due to the play in the moving parts of the pistol. 
Here the concentric circles do not flow together 
across the dividing line. This imprint has heavy 
cross-file striations, and this has almost no cross- 
file striations. They are not from the same gun. 
But here are two shells fired from the same gun. The 
width of the imprint is the same. The character of 
the primer markings is the same. 

This illustrates the fact that the size of the primer 
imprint is no indication of whether it was fired in a 
given gun. A firing pin travelling the same distance 
with a “high” primer will make a much wider im- 
print than with a “low” one. So from a study of the 
diameters of imprints we can never say they were 
or were not fired in a given gun. 

Another mark which we find on the shells which 
is of value from the standpoint of identification is 
that left by the extractor. The extractor has teeth 
across its edge which leave on the rim of the shell 
a pattern of their own, and in the event of other 
marks being destroyed, these may be very important 
in establishing identification. 

We have also the mark of the ejector block, .a 
fixed projection of steel which stands in the way of 
the shell as it is being drawn out of the chamber, 
tips it out of the gun, and leaves the chamber free 
tor the introduction of a new cartridge when the 
slide in the pistol travels forward. This shell was 
fired in a pistol which had two ejector blocks; most 
of them have only one. The fact that this was fired 
in such a pistol immediately placed it in a narrow 
classification, a lucky happening, for, although the 
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rifling on a bullet makes it possible to tell the type 
of arm which fired the bullet, there is unfortunately 
nothing on the average shell which makes it pos- 
sible for us to tell the type which fired the shell. 

These are some of the factors which cause marks 
of different types to register on bullets through the 
same barrel. A bullet theoretically enters perfectly 
centrally. Actually it never does. There is a mo- 
ment as it travels out of the cylinder where it is not 
supported on any side. The barrel is “throated” out 
to give it a chance to fit down into it easily. There 
is an instant during which it is just floating in the 
air, and the only thing it can do to receive support 
is to get into the throat of that barrel tipped some- 
what sidewise. A bullet entering a barrel perfectly 
centrally would show a series of grooves all of the 
same length like that. A bullet entering a barrel off- 
center shows a series of grooves varying in height 
all the way around. It is not the length or depth 
of the groove marks that have any significance, but 
their geographical relationship. If we have an ab- 
normal mark on one bullet, we do not care how long 
it is on another so long as it has the same location 
on both. 

Another thing, this shows the marks the bullet 
receives when it first enters the barrel. They are 
not the angular groove marks one might expect. 
There is nothing actually within a bullet which 
makes it want to turn. It must be grabbed and 
twisted by these grooves. And the result is it starts 
to slide over the grooves and receives a set of marks 
parallel to its axis. If we were able to stop a bul- 
let just after it entered the barrel and examine it, 
we would find on it nothing but a series of marks 
parallel to its axis-“slippage” marks. The angular 
marks come later, the final result being a combina- 
tion of the slippage marks and the angular ones. 

This is a series of pictures taken to show how the 
heights of the grooves on a bullet vary according 
to the way in which it has tipped on entering the 
barrel, to illustrate the fact that we never get groove 
marks of the same height all the way round. We 
get certain marks when a bullet is fired from a rusty 
barrel which we do not get when it is clean. The 
rust gouges out many lines on its surface not other- 
wise present. Here is a composite picture of two 
bullets. One was fired through an arm when it was 
very rusty. The other was fired through the arm 
after it was cleaned. These bullets have an inter- 
esting history. A man was killed in Newark by an 
intruder in his home. A few days later a woman 
was arrested in whose possession was some jewelry 
which, together with a revolver, had been stolen 
from another householder ten days prior to the mur- 
der. She told the police that her husband had come 
home one night with the jewelry and a shiny gun 
which he had cleaned. He had gone out on the night 
of the murder and come back without the gun very 
much out of breath and excited and told her he had 
been chased by the police. He forbade her to read 
the newspapers. The police went to the house 
where the gun and jewelry had been stolen. They 
asked the owner if he had any bullets which he had 
fired from his gun, and at first he said no, but later 
recalled that two years before on New Year’s Day 
he had felt full of the celebration spirit, and fired 
the gun off into the flower patch in the yard. The 
police got a wire-screen, dug up and screened the 
flower garden, and recovered the bullets which had 
been fired previously. This shows the fatal bullet 
which had been fired through the gun after the mur- 
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derer cleaned it, together with the bullet from the 
ground. You can see that there are certain very 
fine marks common to the two; plenty of them, 
which determine without a question that both of 
these bullets passed through the same barrel. So 
in the absence of any eyewitnesses, this bullet which 
had been buried in the ground for two years got us a 
first degree conviction. 

If we want to examine a barrel and determine 
what has taken place in it, whether the gun has been 
fired since it was last cleaned, what type of bullets 
have been used, how long ago it was fired, etc.. we 
use an instrument which we worked up for ourselves, 
called an helixometer. It is nothing more than a 
periscope tube and an arrangement by which the 
gun can be advanced and the tube rotated at the 
same time, enabling us to cover the entire interior 
of the barrel just as though our eye were against it, 
and study whatever tiny flakes of rust or fouling or 
abnormality of any kind may be present within. 
Here is what we see when we study a new, clean 
barrel, and here what one left without care looks 
like. 

In addition to studying the projectiles which is- 
sue from arms, it is important to know where the 
arms came from themselves, if we want to trace 
them from hand to hand. A large number of for- 
eign arms of inferior make have filtered into this 
country, imitations of well known ones in standard 
use. Here is a Colt, and a cheap Spanish imitation 
of it. Here is another type of Colt, the old cowboy 
gun used in the west. This is the Spanish imitation 
of it. Many of these foreign arms used to come into 
the country without adequate identification marks 
on them, so that we worked out a reference list of 
trade marks by which from a study of such marks 
on an arm which bears no name, we can refer back 
to the factory of origin. 

This weapon I show to call your attention to the fact 
that a man kilied with a pistol bullet need not have been 
killed with a revolver. This is an adapter by which 
a 32 revolver cartridge can be fired through a rifle. 
These are developed for people who own high pow- 
ered rifles and want to have a little firing practice 
without shooting someone a few miles away. They 
are legitimate instruments, although the possibility 
of their being used illegitimately is always present. 

Here are freak weapons, of which we show first a 
knife pistol, with cartridges introduced. This is a cane 
gun. This is a peculiar type of revolver which is a prod- 
uct of Chicago. 

This is a section of the Maxim silencer, which has 
been used by a few criminals. It is not adapted to re- 
volvers because of the escape of gas between the cylin- 
der and the barrel in such arms. There are very few 
short arms to which it is adapted, and therefore it has 
not figured much in criminal affairs. 

This illustrates a rim-fire cartridge common to- 
day only in 22 caliber. 

This illustrates Houiller’s pin fire ignition method. 

Here is the center-fire used in the larger cartridges. 
Here is the foreign type with the one piece primer, 
and the American type with the two piece primer. 

This shows the evolution of the cartridge shell. 
It starts out as a ribbon of brass, out of which a 
disc is punched by an automatic machine. That disc 
is struck by a second punch which cups it, and fur- 
ther cupping carries it through to the finished prod- 
uct into which the bullet and powder are finally 
loaded. ; 
These are instruments which we use in studying 
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our weapons, and gauges for the determination of 
the depth of the grooves to 1/10000 inch. When 
we have a shooting in which’ we want to duplicate 
conditions, and have not the fatal gun, but know 
what it was, we have to use an arm of the same 
make, the same length of barrel, a cartridge of the 
same make and the same powder charge, because if 
we introduce any variation we are going to upset 
the original conditions, and get results that we can- 
not argue from. Hence we must keep a large col- 
lection of specimen arms on hand. 

I want to call the attention of the medical men 
here to the importance of the proper removal and 
preservation of bullets. I not infrequently come 
upon bullets which have been marked deeply with 
a knife on their cylindrical surfaces, the surfaces 
which bear the finger prints of the arms firing them. 
That is just as serious as if you took somebody’s 
fingerprint on a piece of paper and put ink marks 
across the most important identifying points. The 
cylindrical part of the bullet is the one on which we 
make our identification. It never should receive 
marks of any kind. When you put identification 
marks on the bullet they should be either on the 
base or on the nose. The base is frequently highly 
difficult to mark satisfactorily, and in this instance 
the nose is preferable. It is not commonly known 
that the nose of the bullet will bear upon it the im- 
print of the fabric through which it first passed. 
If a man is shot and the bullet passes through his 
coat, you will get on the bullet a perfect pattern 
of the weave of the cloth. Even so, it is better to 
destroy that pattern, if necessary, than to put any 
mark on the cylindrical surface which bears the fine 
striations peculiar to that barrel. 


Discussion 


Major H. R. Kutz—I have thoroughly enjoyed Colonel God- 
dard’s talk. I have never heard it before, although I have known 
of his work for some years. He paints for us a very fascinating 
and to me, most interesting picture with his scientific finger- 
printing of the bores of small arms. It is of particular interest to 
me because I have been an ordnance officer for fifteen years with 
considerable experience in the manufacture of various types of 
small arms. It is a fact that we have known for a great many 
years that individual barrels, produced on the same rifling ma- 
chine, on the same day, one after another, under entirely similar 
working conditions, with the same set of cutting tools, from 
the same lot of steel, will show under the microscope strikingly 
different characteristics which register indubitably their tell-tale 
imprint on a bullet fired from that particular arm. I served for 
three years at the Springfield Armory just before and during 
the early part of the World War. We manufactured there per- 
haps a million small-arms during that period. It was necessary 
many times for us to sectionalize barrels and make microscopic 
examinations of the bores, thoroughly examining the lands and 
grooves of the rifling. I have never seen more clearcut illustra- 
tions of the results that have been achieved in the examination 
and identification of bullets than the Colonel has shown in his 
slides. 

The thing that particularly impressed me, which you perhaps 
have all thought of also, is the stupendous task involved in the 
research work done by the Colonel and his assistants to secure 
the basic data so essential to his work. When we consider the 
many types and calibers of small-arms produced by various manu- 
facturers, not only the standard American and foreign arms, but 
also the freak and comparatively rare arms, varying within wide 
limits in twist and in the number and width of the lands and 
grooves, it is at once apparent that years of thorough, painstak- 
ing research and statistical work are entailed. 

Lr. Cor. L. T. LEWatp.—I am very much interested in this 
subject, and had the privilege of going down to Major God- 
dard’s laboratory and seeing some of the apparatus which he has 
shown you to-night. At the invitation of the President, I was 
asked to discuss the paper. There are one or two points perhaps 
which will be of historical interest, and one or two points in 
regard to the x-ray that I think could be brought out and add 
something to the discussion of the evening. 

At times one does not think of the possibility of registering 
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with the x-ray the exact location of the alleged missile. It is 
necessary to take radiographs in more than one direction. I can 


illustrate in just a moment a case in which a straight antero- 
posterior radiograph was taken, the bullet having been fired from 
the front, the entrance having been in the front of the chest, and 
the shadow of the bullet having been seen, an extensive search 
of the patient was made after that one x-ray in the front of the 
chest in an attempt to remove the bullet. The surgeon failed to 
do so. This was in a town in the West. The man came to New 
York, and on taking a stereoscopic radiograph of that case, and 
lateral views, I found that the bullet was lodged in the back, 
just beneath the tip of the twelfth rib, so that whereas the man 
had been searched for over two hours under ether, and the bullet 
was not found, it was removed under local anesthesia in about 
five minutes with the resection of about one inch of rib. Dr. 
Downes, a surgeon whom many of you know, did that very thing, 
and there was no difficulty whatsoever. That is a good illus- 
tration of careful localization before any attempt is made to 
probe or remove an alleged buliet or other object. It applies to 
other foreign bodies, such as a needle, or a hypodermic needle 
broken off in the body, or a needle or pin that has entered in 
some other way. 

There are two points of historical interest. It so happened that 
when [ was serving in the regular Army in the Philippines a great 
many Army officers had dithculty with the very small caliber 
automatic pistol, and the regular service revolver which was a 38 
caliber. Some men that served in the Philippines who are here 
to-night, Major Connolly and others, can vouch tor this fact, that 
in order to have a stopping effect a certain large caliber is neces- 
sary. We had an instance which the next slide will show. This 
man was captured as a prisoner and used as a guide in a cam- 
paign against some fanatical Philippinos. He attempted to escape 
and was shot four times. Three bullets went completely through 
his chest, one having entered near the heart and passed out 
thrvugh his back, and the other three at the points indicated. 
Number 2 and Number 3 I removed from his back later, and 
number 4 went through the forearm. That man was not stopped 
by those four bullets and had to be knocked down by the butt end 
ot a rifle, the whole camp having been aroused. He was stunned, 
but did not stop from the effect of those 38 caliber bullets. I 
sent a report to Washington and Colonel LaGarde, who was on a 
Committee deciding some of these points, decided that a 45 caliber 
was the only one suitable for service in such countries as the 
Philippines. 

This slide is am illustration of the necessity of taking at least 
a front and a side view before any attempt is made to remove a 
missile. 1 have illustrated this by these drawings taken from 

“Life”. I have used them in hospitals to convince the Board of 
Managers of the necessity of taking a number of radiographs of 
a patient. 

Localization is a mathematical problem and can be worked out 
by shifting the x-ray tube to a fixed distance and noting the 
movement of the shadow of the object, and then working out the 
distance by the triangles formed. A very elaborate method known 
as the Hertz compass method will very definitely locate even to a 
small fraction of an inch the distance of the object from a fixed 
landmark on the surface, which can be made with some indelible 
material. A simpler method is the use of the stereoscope. This 
is very valuable and very practical. Once a surgeon has seen by 
stereoscopy the depth of the bullet and its relationship to some 
bony prominence, that it is near the second rib, for instance, or a 
certain distance from the surface, he can make his incision, and 
no matter if the patient is in a slightly different position from 
that in which the radiograph was taken, he can orientate himself 
very satisfactorily, and 1 have rarely seen a surgeon find any 
difficulty in removing a large missile or a foreign body where 
he has had good stereoscopic x-ray films to guide him, provided 
he can see stereoscopically. 

There is also a stereoscopic fluoroscope devised in this country 
by the late Dr. Caldwell, or provided that the surgeon knows 
that a missile is at a certain location, and he wants to assure 
himself that he is in the vicinity of it, and just how near he is to 
the object, he may use an ordinary Auoroscope at the operating 
table. Then he will see that his cut is correct in the general 
direction, but that for example he is out a little to one side. 
Putting on the fluoroscopic hood over his eyes, the x-ray is 
turned on from below, and he then moves his probe until it comes 
in contact with the bullet ; then he turns up his little hood, turns 
on the bright light in the operating room, and finishes the re- 
moval of the bullet. Major Goddard suggested that in the future 
that we be very careful not to mar the cone, but of course ina 
life-saving procedure time is very important, and is the element 
which the surgeon has to consider, so that he may accidentally 
mar the bullet. 

The other point I wish to emphasize is that at times it is 
not justifiable to remove a bullet or other foreign body. We have 
had a number of examples at the Veterans’ Bureau where bullets 
have lodged without doing any harm, have not caused any in- 
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flammation about them, and they are in such a location as this 
one shown here, that is, almost resting on the aorta. It is within 
a quarter of an inch of the aorta, possibly resting on it. It would 
be a very rash surgeon who would want to go in and try to take 
that out if it is not producing symptoms. If it caused pressure 
symptoms, or there were inflammatory signs about it, then it 
would be wise to plan an operation, very carefully getting the 
exact location of the missile before attempting to remove it. 

Here is another lodged bullet absolutely devoid of signs of 
inflammation in the lung about it, and unless one is dealing with 
some hysterical individual who insists that the bullet is causing 
trouble and wants it removed, I think it is much wiser to leave 
it there. I have never known a foreign body of metal, like a 
needle, to move from one part of the body to another, except in 
one or two conditions. I am now speaking of the “fairy tale” 
where a person gets a needle in one hand, and says it comes out 
in the right foot, for example. There is no record radiographi- 
cally to my knowledge of such a thing. I have had hysterical 
women put a needle in one hand one day, and a needle in the 
other hand a week or so later. I have seen a needle extracted 
from a hand and a few days later heard the patient say there was 
a needle in the same hand and that the surgeon had not removed 
it, but +-ray examination proved it was another needle put in 
there by the patient. I have known patients to swallow needles. 
I had one patient with four needles, and another with a dozen 
nails in different places, so just remember that if a foreign body 
is lodged in one place it does not do any travelling from that 
place to another and cause harm. Dr. Schultze knows of a case 
at the Presbyterian Hospital where a needle was found em- 
bedded in the heart. In that case it is probable that the needle 
in some way got to the chest wall from the nurse or mother, and 
was pushed very close to the heart, or that it passed down the 
esophagus and the needle so worked but a very short distance 
into the ‘heart. 

There are one or two other instances, one of which I cannot 
vouch for, but Dr. Abbe said he had an x-ray showing a bullet 
lodged up here under the region of the clavicle. It was probably 
near or in the pleural cavity, and I presume it dropped down into 
the location where it was shown to me, at some time during the 
period from 1898 to 1922. That is an exception which could 
occur, as being right on the surface of the lung, and dropping 
down to the pleural cavity. Major Connolly will recall some cases 
in the late war in which one or two reports of pieces of shrapnel 
travelling in a blood vessel were recorded. Dr. Lyle told me of 
a case he knew of in which a small fragment hed been carried 
with the blood current, so that with those two exceptions and the 
very minor exception of a fragment of a needle being in a tendon 
sheath and being moved a short distance. I think it is a “fairy 
tale” to say a foreign body will travel any great distance. 

Here is a case of a bullet in the brain which was reported by 
LaGarde and myself; the x-ray shows the bullet after it had 
been lodged for over fifteen years. This man had no symptoms 
from it. He lived to the age of sixty or over. Here is a photo- 
graph of the missile which entered just to the left of the median 
line, and travelled back, passing between the two lobes of the 
cerebrum and finally lodged on the shelf between the cerebellum 
and the cerebrum. That is the original radiograph made in 1899, 
and in 1915, when I made an x-ray examination, I found no 
change in the position of that bullet. If very carefully questioned 
the man said on bending over that sometimes he felt slightly 
dizzy. That is no sign of importance, as a great many people 
have that symptom, and I would not attribute it to the location 
of that missile. This case illustrates very well the wisdom of 
leaving a foreign body in position if the danger of removal is very 
great, as it would have been in this case. 

Major P. N. Connoiiy, U. S. A.: I fear that military 
surgery has nothing to add to Major Goddard’s very excellent 
paper. The subject of identification of bullets and firearms is 
one of recent date, and has not had for us in the military serv- 
ice that interest which it naturally possesses for the lawyer and 
for the civil practitioner. Gunshot wounds are rather extra- 
ordinary injuries at times, and the most striking results may be 
obtained by projecting projectiles into the human body. The 
modern packed bullet behaves entirely differently from the lead 
bullet common to older weapons. The wounds produced are quite 
different in the modern bullet than those produced by the old- 
fashioned one. The ways of entrance and exit give us very little 
information with modern bullets, because of the so-called ex- 
plosive effect. The range at which the bullet is fired must be 
taken into consideration. ‘Colonel LeWald brought to your atten- 
tion the Filipino who was shot. I too in the Philippines had 
an experience with a man who attacked the paymaster on a 
government road and ran up to him with a barong. The pay- 
master grasped the greasy man around the waist and put three 
shots into his body, The man succeeded in reaching over the 
shoulder of the paymaster and breaking the spinous processes of 
three of the vertebrae. 

I can add nothing but admiration for Major Goddard’s work. 
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HistTorIcAL BACKGROUND 

Under old English law a distinction was made between 
a physician and a surgeon. In a previous paper it was 
shown how this distinction affected the contractual rights 
of one who was a physician and one who was a surgeon. 
There was also a distinction in the tort liability of each. 
The physician, deemed to be rendering his services grat- 
uitously, was not held to be liable to the patient in tort 
unless the plaintiff patient could show that the physician 
was guilty of negligence to such a degree as to amount 
practically to an intent to commit a crime (a crime 
being defined as the commission of a wrongful act 
coupled with an intent to commit such wrongful act). 
This burden of proof was placed on the patient for the 
protection of the physicians who rendered a gratuitous 
service and who would be discouraged from rendering 
such a services if they were to be held liable for the 
same degree of care as surgeons who render their ser- 
vices in contemplation of compensation. The ruling also 
benefited the general public for it made the services of 
physicians more readily obtainable than they might be 
were the rule of law applicable to their liability more 
stringent. 

In the case of a surgeon, the burden of proving negli- 
gence did not offer the plaintiff the difficulty he encoun- 
tered in proving the negligence of a physician. Since the 
surgeon was compensated for his services, he was held 
liable on proof of ordinary negligence, there being no 
reason for increasing the plaintiff’s burden of proof. 

At the present time the distinction between physicians 
and surgeons, in its legal effect, having been abandoned, 
the varying rules of liability above discussed no longer 
apply. 

Wuat PRAcTITIONERS ARE LIABLE 

Any person who holds himself out to the public as 
being a physician or surgeon and undertakes to treat, 
prescribe for or operate on a patient suffering from a 
physical ailment is liable to the person so treated for 
any injury sustained by the patient, which injury was 
caused by the practitioner’s negligence. In an action 
brought against such a practitioner for damages caused 
by injury as a result of the latter’s negligence, it is no 
defense for the defendant physician to maintain that 
he is not a duly licensed and qualified physician. The 
plaintiff patient can successfully maintain his action by 
merely showing that the defendant held himself out to be 
a duly licensed and qualified physician and because of 
this representation the patient engaged his services. 

On the other hand a person who volunteers to aid or 
attend a sick person without contemplation of remunera- 
tion and without holding himself out to be a physician 
cannot be held liable for an injury to the ailing person 
no matter how negligent the former may have been in 
his treatment or attention of the patient. 

WHEN Is a PHYSICIAN OR SURGEON NEGLIGENT 

Having mentioned above that a physician (as used 
hereafter it includes surgeon) attending or treating pro- 
fessionally a patient, is liable to that patient for an injury 
suffered by the patient as the result of his negligence, 
it is necessary before entering upon a discussion of the 
subject to set down the general rule as to what con- 
stitutes negligence on the part of a physician. 





A physician is deemed negligent when he fails to exer- 
cise the degree of care, skill, diligence and judgment, in 
the treatment of a patient, which would be exercised by 
a reasonably prudent physician of the same school of 
medicine as the defendant physician, from the same or 
similar locality as the defendant, and under the same 
circumstances as confronted the defendant physician. 

It is evident that the question of a defendant physi- 
cian’s negligence is determined, in the main, by com- 
parison. It may reasonably be supposed that instances 
will arise in which the defendant physician would, but 
for a variation in one of the elements in the above defi- 
nition, be held liable. 

The question then arises as to what degree of care, 
skill, diligence and judgment must a physician exercise 
in order to be absolved from a charge of negligence. 


CARE 


The degree of care, which a physician must exercise 
to bring him without the pale of negligence, is reason- 
able care. It is the degree of care which an ordinary 
prudent individual would exercise under similar circum- 
stances. It is not the highest degree of care possible. 
It is simply defined as ordinary care. It is not sufficient 
proof of lack of the required amount of care, to show 
that the physician did not exercise the amount of care 
he might have, for if he exercised the minimum degree 
of care required by the law, he is not liable as having 
been negligent. So also an admission by the physician 
on the witness stand that he did not exercise the degree 
of care he possibly might have, falls short of sustaining 
the plaintiff’s burden of showing the lack of exercise of 
reasonable care. 

Ordinary or reasonable care may vary with the cir- 
cumstances of the set of facts involved. So it has been 
held that the ordinary care required by the law of a phy- 
sician treating a patient for an ailment of a delicate 
organ or structure, such as the eye, is of a much higher 
degree than the ordinary care generally required in the 
treatment of organs of a less delicate nature. 


SKILL AND DILIGENCE 


Broadly speaking, the degree of skill that a physician 
is required to possess, is the reasonable degre of skill 
possessed in general by other physicians in the same or 
similar localities and is the degree of skill considered 
necessary and sufficient to qualify a physician to engage 
in the practice of medicine. The true measure of the 
degree of skill a physician must possess and exercise in 
order to be absolved from liability for negligence is that 
degree of skill ordinarily possessed and exercised in the 
profession by the members thereof as a body; the aver- 
age of the skill and diligence ordinarily exercised by the 
profession as a whole; not that exercised by the thor- 
oughly educated nor yet that exercised by the moderately 
educated, nor merely of the well educated, but the aver- 
age. (Almond v. Nugent 34 Iowa 300). 

Therefor the implied contract of a physician treating a 
factured limb, is not to restore it to its natural perfect- 
ness but to treat it with that degree of skill and diligence 
which is ordinarily possessed by the average of the 
members of the profession in similar localities, regard 
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being had to the state of the medical profession at the 
time. (McKenzie v. Carman 92 N. Y. Supp. 92.) 

In the application of the rule to a specific case in- 
numerable factors are encountered which influence the 
final determination of what degree of skill should the 
defendant physician involved, have exercised in order 
to warrant a determination that he is not guilty of negli- 
gence. 

I. Scoot or MEDICINE 

The school of medicine of which the defendant physi- 
cian is a follower must be reckoned with, for it is obvi- 
ously unjust to gauge the skill of a homeopathic physi- 
cian by comparing his acts with what is considered the 
proper degree of skill in he school of aliopathic medi- 
cine. If such a comparison were made and judgment 
rendered on the resultant findings, a false conclusion 
would most certainly be reached. 

Therefor, in ascertaining whether or not the defendant 
physician has or has not exercised the proper degree of 
skill, diligence, etc., a comparison of his acts for such a 
determination must be limited to acts of physicians of 
the same school of medicine. 

The case of Bowman v. Woods 1 Greene, Ia. 441., 
enunciates this principle. In this case the plaintiff had 
called the defendant physician to attend a confinement. 
The defendant was a botanic physician. After the de- 
livery of the child, the defendant had permitted the 
placenta to remain in utero. Thirty-six hours later an- 
other physician was called by the plaintiff and he testi- 
fied at the trial that he found the placenta in the uterus, 
that it was his opinion that it should have been removed 
soon after the delivery of the child and that permitting 
it to remain in utero caused the puerperal fever, which 
the patient later developed. The defendant physician tes- 
tified that he was a member of the botanic school of medi- 
cine and that it was the practice of that school of medi- 
cine to allow the placenta to remain in utero so that it 
might be expelled spontaneously and that under the 
rules of practice of that school of medicine it was con- 
sidered improper practice to remove the placenta. This 
testimony of the defendant physician was excluded by 
the trial court. The upper court, on appeal, maintained 
that the exclusion of this testimony was error and said, 
“the person who employs a botanic physician has no 
right to expect the same kind of treatment or the same 
kind of medicine that a physician of another school 
would administer. The law does not require a man to 
do more than he undertakes nor in a different manner 
than he undertakes. The people are free to select from 
various classes of medical men who are accountable to 
their employers for all injury resulting from the want of 
ordinary diligence and skill in their respective systems 
of treatment of disease.” 

In Force v. Gregory 21 Atl 1116 the court said, “the 
acts of the defendant physician are to be judged by the 
tenets, rules, principles and practices of his own school 
of medicine, not by those of another and if the defendant 
adopted an accepted mode of treatment of his own 
school, the fact that another school prescribed another 
treatment tended in no way to show that the defendant 
was chargeable with lack of skill or diligence. 


2. Locatity oF PRACTICE 


_ The locality in which the physician involved follows 
his profession has a definite bearing upon the standard 
of skill required. In general it is held that physicians 


in suburban districts, not having available for further 
study the innumerable hospitals, clinics, and dispensa- 
ties which are at the disposal of the city physicians, 
should not be held accountable for failing to possess as 
high a degree of skill in the same particular field of medi- 
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cine as physicians in urban communities. In view of 
this, when a physician, practicing in a rural community is 
sued in negligence the degree of skill he is required to 
possess is the degree of skill possessed in general by 
other physicians practicing his profession in the same 
locality. This rule has been criticized by some who con- 
tend that it is inadequate and too narrow since it may 
happen that all the physicians in that locality may possess 
an inferior degree of skill and because of the above rule 
the defendant physician before the court would be ab- 
solved from liabilty whereas in reality he did not exer- 
cise the proper degree of skill required by the general 
rule. Those making this criticism advocate this modi- 
fication of the rule, to wit: a physician must possess the 
degree of skill possessed in general by physicians, not 
in the same locality but in similar localities. (Thomas v. 


Dabblement 67 NE463.) 


Such a modification would not limit a comparison to 
a group of physicians in the immediate locality who 
themselves may be greatly lacking in the degree of 
skill required of their profession in similar localities. 

3. ADVANCES MADE IN THE SCIENCE OF MEDICINE 

These must also be given consideration in determining 
whether a defendant physician has exercised the proper 
degree of skill. The science of medicine is constantly 
progressing and discarding today as being entirely im- 
proper and obsolete what was considered to be per- 
fectly proper yesterday. In view of this, it is no defense 
to a physician against whom an action in negligence is 
brought, to show that he was taught at some time previ- 
ous to do as he did, when the plaintiff shows that at the 
present time a different form of treatment or medication 
has been generally adopted by the profession as being 
proper. 

4. JUDGMENT 

It is no defense to a physician in a suit based on neg- 
ligence to maintain that he used his best judgment. He 
must also show that under similar circumstances any 
other physician possessed of sufficient skill would have 
hesitated as to the course to pursue. If it is shown that 
other physicians possessing the required skill would not 
have hesitated to dispel any thought of proceeding as the 
defendant did, it is proof that the defendant did not use 
his best judgment or if he did use his best judgment that 
he was not possessed of the proper amount of knowledge 
or skill. If a physician render a form of treatment con- 
trary to what is generally accepted as the proper form 
of treatment, he does so at his own peril and it is no 
defense that in his judgment the form of treatment 
rendered was the better. 

In order for a physician to be absolved from liability 
because of an error in judgment it must be based on ade- 
quate knowledge that there was a possibility of benefit 
from the treatment rendered and that the average phy- 
sician might also have done as the defendant did. 

The test as to whether or not the judgment exercised 
did not amount to negligence is as follows: Would a 
capable member of the profession under similar cir- 
cumstances have had any doubt or have hesitated to pur- 
sue another course of treatment? If the answer is in the 
negative, then the judgment exercised in the instance in 
question amounted to negligence. 

When there are two alternative forms of treatment 
and the physician chooses one of the two, he is not liable 
for a poor result even though it is shown that a better 
result would have followed the institution of treatment 
under the second of the two forms. 

Acts oF OmIssIon AND COMMISSION CONSTITUTING 


NEGLIGENCE 


1. Refusal to take a Case. 
A physician is not liable for arbitrarily refusing to 
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respond to a call for medical aid. He is not bound to 
render professional aid to everyone who may apply. This 
is true even though he is the only physician available. 
(Hurley v. Eddingfield 156 Ind. 416). 

2. Failure to make a Diagnosis. 

If a physician has reasonable opportunity for exam- 
ination of a patient and the nature of the disease or in- 
jury can be discovered by the exercise of ordinary care 
and diligence, such a physician is liable to the patient in 
damages for any injury caused the patient as a result of 
the doctor’s failure to ascertain the nature of the ailment. 

3. Wrong Diagnosis. 

A physician is liable for injury to the patient as a re- 
sult of a wrong diagnosis followed by improper treat- 
ment caused by a want of care, skill and diligence on 
the part of the physician. In such a case it is no defense 
to the physician to show that a similar result would 
have ensued even though the proper diagnosis had been 
made and the proper treatment rendered. 

Even though the diagnosis is erroneous and the phy- 
sician was negligent in arriving at it, the patient has no 
cause of action if it is shown that the treatment rendered 
was proper treatment for the condition. 

A general practitioner will not be held liable for an 
error in diagnosis of a very rare disease, the proper 
diagnosis of which can only be made by one possessing 
expert skill. 

4. Abandonment or neglect of a Case. 

When a physician engages to attend a patient without 
limitation of time, he can cease his attendance only with 
the consent of the patient or on giving the patient timely 
notice or when the patient no longer requires medical 
attention. (Becker v. Janowski 15 NY Supp 675). 

The unwarranted abandonment of a case at a critical 
period resulting in increased pain and suffering on the 
part of the patient will render the physician liable in 
damages. 

A physician is held negligent where an injury requir- 
ing frequent treatment does not obtain it due to the 
long intervals between visits of the physician as a result 
of which there is an aggravation of the injury or of the 
suffering of the patient. 

A physician leaving patients requiring treatment is ab- 
solved from liability for negligence if he provides the 
patient competent medical attention during his absence. 
He is not liable if he notifies the patient that he is leav- 
ing and also informs the patient as to the physician to 
whom he has entrusted the further treatment of the pa- 
tient. 

Where a physician remains away for a period longer 
than arranged for with the patient and injury results 
from the lack of treatment during that time, the phy- 
cian is liable in damages for malpractice. (Gerken v. 
Plimpto 62 NYAD 35.) 

5. Performance of Operation Without Consent. 


Where a patient is in possession of all his faculties and 
in such health as to be able to consult a physician about 
himself, his consent is a prerequisite to a surgical opera- 
tion by his physician. If an emergency exists and it is 
impracticable to confer with the patient such consent 
need not be obtained prior to operation. 

Voluntary submission to an operation implies consent 
unless such voluntary submission was obtained by fraud 
or misrepresentation. 

A physician is under a duty to perform a surgical op- 
eration without consent of the patient where an emer- 
gency arises calling for immediate action in order to 
preserve the health or life of the patient and it is impos- 
sible to obtain the consent of the patient or the consent 
of a person authorized to give such consent. 
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If in the course of an operation to which the patient 
has consented, the surgeon discovers an unanticipated 
condition which, if not removed would endanger the life 
of the patient, he may extend his operation to remove 
such an existing condition even though there was no pre- 
operative consent to such a procedure. 


B. Husbands Consent. 


Relative to the necessity of obtaining the husband's 
consent to an operation upon his wife, there are two 
viewpoints. The one maintains that such consent must 
be first obtained. The other maintains that the husband’s 
consent is not necessary; the wife’s consent being suffi- 
cient. Both views concur in the holding that where the 
husband gives his consent to the treatment of his wife 
by a physician, the wife’s consent alone is sufficient to a 
subsequent operation. The first view bases its holding 
on the theory that the husband’s consent is implied. The 
general rules is, however, that the wife’s consent to an 
operation is sufficient to clear the physician of the charge 
that he operated without consent. 


C. Father’s consent. 

The general opinion is that the consent of the father 
to an operation upon his child, is necessary. There have 
been many cases where, even though there was no exist- 
ing emergency, the consent of the parent was held un- 
necessary where the child was over 17 years of age. 
(Blaccker v. Welsh 144 Mich. 632.) 

6. Failure to give Instructions. 

A physician is duty bound to give the patient proper 
instructions as to the care and attention best calculated 
to effect a cure or improvement. Failure to do so consti- 
tutes negligence even though in all other respects there 
was proper handling of the case. 

7. Communicating Contagious Disease. 

A physician who, knowing that he has an infectious 
disease, continues to visit and treat a patient without 
apprising the latter of the fact and without proper pre- 
cautions on his part is liable for the damage caused the 
patient. 

A physician who, knowing of the possibility and 
danger of infection, nevertheléss invites a member of the 
family to assist him in dressing the patient’s wound, is 
liable to such helper in damages should the latter con- 
tract the infectious disease in question. 

A physician who is attending patients suffering from 
an infectious or a communicable disease is liable for 
damages caused by the spread of this disease to other 
patients treated by him, unless he can satisfactorily 


* prove that he had taken all such precautionary measures 


as experience has proved necessary and the profession 
deem imperative to avoid such communication. 

8. Error in Prescription. 

A physician is liable in damages to a patient for in- 
jury sustained by the latter because of an error negli- 
gently made by the physician in the writing of a prescrp- 
tion. 

Case X, a physician, negligently prescribed an over- 
dose of a potent medicinal preparation. The pharmacist 
filled the prescription. As a result of the overdose the 
patient died. A suit was instituted against the physician 
by the next of kin of the deceased. The physician set up 
in his defense the fact that the pharmacist was negligent 
in filling the prescription. The court held that the phy- 
sician could not avail himself of the pharmacist’s negli- 
gence to defeat recovery by the plaintiff, as long as he 
himself was negligent. (Murdock v. Walker 43 III. 590). 

A physician is not liable for the damages caused by 
the failure on the part of the pharmacist to properly 
fill a properly written prescription. 

9. Fraud and Deceit. 











so! 
the 
ing 
int 
da 


the 
an 
gel 


joi 
tha 


Sar 


rea 


cal 
out 
the 
tier 
of 

19: 


per 
for 
an 

inv 


ner 
in 
plie 
par 
liat 
thr 
ing 
of 























July, 1929 


There are many instances in which patients have in- 
stituted legal action against physicians maintaining that 
the physician, fraudulently and deceitfully, had them 
undergo a course of treatment which the physician knew 
was futile and non-beneficial. In such cases to success- 
fully maintain his action, a plaintiff must prove not only 
that the representations of the physician as to the bene- 
fits to be derived from the particular form a treatment, 
were fraudulent, but he must prove also that these repre- 
sentations were made with the intent to defraud the 
patient. The elements to be proven in such cases are 
quite burdensome to the plaintiff as a result of which 
such actions are rarely brought. 

A physician is under a duty to act in good faith to- 
ward his patient in the matter of advising treatment 
and if he knows that he cannot accomplish a cure or that 
the particular treatment will result in no benefit, he is 
guilty of a breach of duty if he advises the treatment in 
question. 

10. Wrongful Certificate of Insanity. 

A physician who signs a certificate declaring a per- 
son insane at a time when that person is sane, is not 
liable to such person in damages for the injury caused 
him if the physician shows that he made an examination 
of the patient, that he possesses the skill and learning re- 
quired by the law and that his conclusion of existing in- 
sanity was an error of judgment made in good faith. 
(Williams v. LeBar 21 Atl 525). 

A physician who signs a certificate, declaring a per- 
son insane, which is false and which is signed without 
the exercise of ordinary care and prudence in the mak- 
ing of the examination and without making due inquiry 
into the question of sanity, is liable in an action for 
damages. (Hall v. Semple 3F&F337). 

PuysicrAn’s LIABILITY FoR Acts OF THIRD PARTIES 

A. Assistants. 

A physician who employs an assistant to aid him in 
the, management of a case is liable with the latter for 
any injury caused the patient as a result of the negli- 
gence of such assistant. 

In such cases the physician and the assistant are both 
jointly and individually liable to the patient. This means 
that the patient may bring an action against both at the 
same time or against either separately. 

B. Substitutes. 

If a physician, in charge of a case is forced for some 
reason to cease his attendance on the patient and recom- 
mends a duly licensed and qualified physician, who is 
called in and continues the treatment of the patient with- 
out supervision and independent of the first physician, 
the latter is not liable for injury incurred by the pa- 
tient as a result of the negligent and unskillful treatment 
of the second physician. (Meyers v. Holburn 58 NJL 
193). 

If, however, the second physician acts under the su- 
pervision of the first physician and is negligent in per- 
forming an act within the scope of his employment as 
an assistant physician, the rule applying to assistants is 
invoked. 

C. Partner. 

The general rule in partnership is that all the part- 
ners are liable for an act of negligence by one partner 
in the performance of a partnership act. This rule ap- 
plies also to physicians who are partners, so that all the 
partners of a group practicing medicine as partners are 
liable to a patient in damages for an injury caused him 
through the negligence of one of the partners provid- 
ing the act complained of was committed in the course 
of partnership business. 
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In Hyme v. Erwin, 23 SC 226, the upper court held 
it was not error for the lower court to charge “that 
partners in the practice of medicine are sureties for the 
faithful performance of their engagements by each of 
them.” 

D. Nurses and Attendants. 

The general rule is that a physician is not liable for 
the negligence of nurses or attendants of which he is not 
personally cognizant. 

AUTOPSY 


A physician has the right to perform an autopsy only 
when he obtains the consent of those entitled to the 
body, or when he is so ordered by a court order or 
when a statute permits and requires such an autopsy. 

A physician performing an autopsy without consent 
or legal authorization is liable in damages to those next 
of kin of the deceased who are entitled to the body. The 
damages are for the mental suffering caused the next of 
kin as a result of the performance of the autopsy. A 
body belongs to the surviving spouse or next of kin un- 
less the deceased by testamentary disposition wills other- 
wise. (Foley v. Phelps 37 NYS 417). 

This rule governing autopsies applies to the slightest 
mutilation of the body. The body, where there is no right 
of autopsy, must be returned to those entitled to it in 
the same condition as it was at death. 


LIABILITY OF A SPECIALIST 


In Baker v. Hancock, 24 Ind. 456, the court held that 
the question, when a physician becomes a specialist is 
not one of law but one of fact, primarily for the physi- 
cian’s own determination. However, when a physician 
holds himself out to be a specialist, it becomes his duty 
to use that degree of skill which such a practitioner of 
necessity should possess. 

This means that a physician, who holds himself out to 
the public as a specialist in a particular branch of medi- 
cine, must exercise a degree of care, skill, diligence and 
judgment which other physicians, specializing in that 
particular field of medicine, exercise in the treatment of 
similar cases. The standard by which the question of 
negligence of a specialist is determined is higher and as 
a result an expert or specialist will be deemed liable for 
negligence where a general practitioner or non expert 
would not be held liable under the same circumstances. 

In the case of Wohlert v. Siebert, 23 Pac Supp 213, 
it was held that the defendant physician, a general prac- 
titioner, was not liable in damages to a patient for diag- 
nosing and treatment a disease of the eye as conjun- 
tivitis, when it was in fact glaucoma. The court said 
that the evidence showed glaucoma to be a very rare dis- 
ease; that it is incurable in character; that its certain 
diagnosis could be made only by the skilled expert, of 
special training, skill and experience; that it should be 
treated with remedies and appliance which are never 
expected to be within the reach of the general practi- 
tioner of medicine; that its prominent symptoms were 
so nearly identical with those of conjunctivitis that the 
diagnosis made by the defendant was one reasonably 
to be expected from a general practitioner; and that the 
treatment given was not found faulty by any general 
practitioner or expert who testified in the case. The court 
here intimated that had the defendant physician been an 
eye specialist the conclusion would not have been in his 
favor. 

LIABILITY TO A CHARITY PATIENT 

The fact that a physician or surgeon renders his ser- 
vices gratuitiously does not absolve him from the duty 
to use reasonable and ordinary care, skill and diligence 
(Becker v. Janinski 15 NY Supp 675). 
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A physician is under no duty to undertake the treat- 
ment of such a patient without compensation. But if he 
undertakes the treatment of such a person his liabilities 
for negligence or malpractice are the same as in the 
case of a paying patient. : 

So also is a physician in the employ of a community 
to treat charity patients liable to those of the latter who 
are injured as a result of his negligence, even though 
there exists no contractual relationship between the phy- 
sician and such patients (Becker v. Dubois 130 NY 
325). 

ContTrisputorRY NEGLIGENCE OF THE PATIENT 

Just as a physician is obligated to perform his duties 
in a certain manner, so is a patient under a duty to co- 
operate with the physician, to conform to the necessary 
prescriptions and treatment and to follow all reasonable 
instructions given him by the physician. 

It is a good defense to an action for malpractice, 
where the defendant physician or surgeon is charged 
with negligence or malpractice, to show that the patient 
was guilty of negligence which contributed to produce 
the injury complained of. (Becker v. Janinski 15 NY 
675). 

It is not a good defense to such an action for the phy- 
cisian to show that the patient was subsequently negli- 
gent as a result of which his injury, originally caused 
by the physician, was aggravated. This defense merely 
mitigates the damages but does not absolve the physi- 
cian from liability (Dubois v. Becker 130NY325). 

11 Park Place. 


A Factor in the Causation of Diabetes Mellitus 


The history of sugar as an important food stuff does not ex- 
tend far back in time. The sugar that was known in Europe 
in early Roman times was grape sugar (d-glucose) which is that 
of honey and the grape. Cane sugar was known in Rome in 
later years, but as a rare product which began to come there 
from the East about 25 B.C. Greater amounts began to ar- 
rive after the Arab conquest of Egypt and North Africa (about 
800 A.D.), but it was chiefly then used, as it was earlier, as a 
medicine by physicians to mix with the other ingredients of 
their prescriptions. It was called “sakkhari” by the Arabs, of 
which our word sugar is a corruption, and it was produced from 
the sugar cane in the region extending from the Indus to Cochin 
China. It did not come into common use in Western Europe 
until after the seventeenth century, and even then it was more 
or less a luxury which only the wealthy could enjoy, because 
of its cost. The demand for it in the eighteenth century, for 
use with tea and coffee, increased the importation of it from 
the East, and later from the West Indies, and reduced the price, 
which, however, even in 1750 was not less than 18 pence per 
pound. The consumption of it increased, but as late as 1800, 
it is estimated, it did not exceed 8 pounds per capita per annum. 

Sugar was, therefore, a negligible part of the diet in the 
ancient world and for centuries thereafter. The carbohydrates 
of the food were the starches of the fruits and of the cereals 
ground to make bread. An increase in the starch came when 
the potato began to be cultivated more and more in England 
and on the Continent until 1850, when the annual production 
of it reached its present level. The consumption of cane sugar 
also began to increase. In 1820, according to an estimate made 
by the Food Research Institute of the Leland Stanford Univer- 
sity, it was about 17 pounds per capita yearly in the United 
States, but with each succeeding decade since then it has risen 
to 110 pounds per capita in 1923, or nearly one-third of a pound 
per capita daily. 

To this enormous increase in the consumption of sugar is at- 
tributed the great increase in the prevalence of diabetes mellitus 
since 1870 by the Department of Health of New York, which 
expects the per capita consumption in 1928 in the United States 
to be about 110 pounds. The death rate from diabetes in the 
United States, the Department reports, has increased from 2.1 
per 100,000 inhabitants in 1870, when the consumption of sugar 
was 32.7 pounds per capita, to 16 per 100,000 in 1924; while 
in a the death rate was 4.1 per 100,000 in 1897 and 11.2 
in : 

The death rate is different in the two sexes. According to 
the New York Health Department, of the average number of 
deaths for that city, 1,359, for the five years 1923-27, 873 were 
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those of females and 486 those of males. This excess in deaths 
of female diabetics is explained by the Department as due to a 
greater consumption of sugar in all forms by women, young and 
old, than by men. 

That there is a definite relation between the overconsumption 
of carbohydrates, especially in the form of sugar, and the inci- 
dence of diabetes is thrust on us by facts from other sources, 
one of which may be cited. The diet of the well-to-do, and, 
therefore, more or less physically inactive, classes in Southern 
India and particularly in the Provinces of Bengal, Orissa and 
Madras, according to reports made in 1911-12 by Professor 
D. McCay, then of the Medical Faculty of the University of 
Calcutta, consists mainly of sweets and foods rich in starch. 
Death from diabetes terminates prematurely the lives of many 
of these. So common was diabetes amongst this class of natives 
that there then passed current amongst the members of it the 
saying that “No man is a gentleman who has not sugar in his 
urine when forty-five years old.” On the other hand, amongst 
the natives of the poorer classes, who have to toil daily, and 
whose food is much less rich in carbohydrates, diabetes is rare. 

In all this light we may understand the comparative rarity 
oi diabetes in the ancient world and why, consequently, it was so 
little, if at all, known to the physicians of Greece and Rome. The 
first to refer to it and to describe what was then known of it 
was Aretaeus, a Cappadocian physician of the Pneumatic School, 
of a date not later than the end of the first century, but it is 
doubtful if what he described was other than diabetes insipidus, 
which was likely to have then the same incidence as it has 
to-day. There gust have been, then and earlier, cases of dia- 
betes mellitus, but they were not common enough to attract 
attention, and Hippocrates and his pupils apparently did not 
meet with such, for they have left no record of any observations 
thereon. It was only in the sixteenth century that the disease 
came to be generally recognized, but its prevalence became more 
marked in the latter part of the eighteenth, both in England 
and on the Continent. In the last century it was the subject 
of many clinical lectures in all the medical schools and faculties, 
this indicating how prevalent it had then become as compared 
with earlier times. 

The excess in the carbohydrate portion of the daily diet can 
be postulated as a factor in the causation of diabetes mellitus 
appears from certain theoretical considerations. The utilization 
of the blood sugar by the body tissues is wholly dependent on 
the normal functioning of the islets of Langerhans which pro- 
duce the endocrine, insulin, which dominates this utilization. 
This production cannot be a haphazard one. It must be in re- 
sponse to some stimulation by sugar directly on the islets, or 
through action on them of a hormone generated in the intes- 
tinal mucosa, as secretin is which promotes the secretion of the 
pancreatic juice, and as is gastrin, formed in the mucosa of the 
pylorus to stimulate the mucosa of the cardiac portion of the 
stomach to secrete gastric juice. If a hormone for the islets 
is formed in the intestnial mucosa under the stimulation of 
sugar, a constant and excessive action of the latter would lead 
to exhaustion and, ultimately, to degeneration of the islets and 
result in diabetes. 

It must not be supposed that all cases of diabetes mellitus 
arise through excessive consumption of carbohydrates. When it 
arises in early life, as for instance at eighteen months, this 
factor cannot count. Undoubtedly, bacterial toxins may affect 
the islets and put them out of action, either temporarily or 
permanently, and consequently a number of cases may so develop, 
but the increase in incidence of the disease in the last one hundred 
years, coinciding with an increase in the consumption of sugar, 
seems to make it certain that this increase is the most im- 
portant factor in the causation of the disease. 

The latest world estimate of sugar production for 1927-28 is 
25,192,884 tons, an increase of 1,459,712 tons over that of the 
preceding year, which promised increase has already lowered 
the price and must, therefore, increase the consumption and the 
incidence of diabetes. How about the formation of a Women’s 
Anti-sugar Union?—A. B. Macallum, in The Canad. M. A. J., 
Jan. 1929. 





Pulmonary Tuberculosis 


Sunshine.—Sunshine, though used so successfully in the cure 
of bone and joint tuberculosis, has been looked at a little askance 
in pulmonary tuberculosis. For all that, I believe that is of great 
value; but it must be employed with great caution and the tech- 
nique advocated by Rollier at Leysin must be followed. The 
first part to be irradiated should be the feet and legs. The af- 
fected part must very gradually be approached and cautiously 
exposed. The head must be protected and the sunbath must 
end as it began—by exposure to the feet. The exposures must 
be carefully controlled by the temperature chart and the pulse 
rate-—Chandler, The Practitioner, May, 1929. 
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Some Conservative Aspects of Constipation Therapy“ 


Epwarp E. Cornwatt, M.D., F.A.C.P. 
Brooklyn, New York 


It seems to be nature’s rule that the alimentary tube 
should discharge its residue on the average once daily, 
but this rule has exceptions. There are conditions where 
constipation is permissable, and where it is even in a 
certain degree desirable. We find that a nature con- 
stipates on occasion for a purpose, as in acute appen- 
dicitis and some other abdominal conditions. It is no- 
torious that typhoid fever patients who are constipated 
generally do better than those who are not constipated ; 
and I have seen a lowered mortality rate follow adoption 
of a conservative policy in regard to the artificial induc- 
tion of bowel evacuations in this disease : instead of fore- 
ing a daily bowel movement, I give the enema every sec- 
ond or every third day if needed. And I have found 
conservatism in the use of artificial bowel evacuants in 
pneumonia to be good therapeutics: moderate constipa- 
tion in that disease seems to disturb the patient less than 
forced daily evacuations, provided a proper diet is given 
and the alimentary tract otherwise safeguarded. There 
are many conditions in which bowel evacuations occur- 
ring less frequently than once daily suffice to meet the 
necessities of the case. And it must be borne in mind 
that after a thorough emptying of the colon by a cathartic 
it may require two days or more for a sufficient quan- 
tity of feces to accumulate to make a normal stool. While 
we recognize the general rule, that daily evacuations of 
the bowels are proper and desirable, we should not al- 
low this rule to become a tyranny; we should observe 
the exceptions; we should know when not to move the 
bowels as well as when to move them. 

In this connection it seems in order to refer to the 
use of catharsis per se as a therapeutic procedure. This 
procedure is a tradition which has come down to us from 
that long period during which the doctrine of humoral 
pathology dominated medical thought and practice, and 
treatment was directed to removing bad humors from 
the body, particularly by purging and bleeding. We no 
longer do much bleeding, but the purging tradition still 
seems to exert a considerable influence on practice, and 
its influence is very strong on the general public. In the 
beginning of sickness the first therapeutic thought with 
many still seems to be a purge, irrespective of whether 
it is needed or not. How often a patient with a mild 
attack of influenza is given a dose of salts at the be- 
ginning of treatment, which, in addition to disturbing 
his physiological balance, may take him out of the bed 
where he should remain, and into the often chilly water 
closet, with the result that he gets a relapse or a com- 
plication, and perhaps pneumonia. 

But while special conditions may forbid the artificial 
induction of bowel evacuations, there can be no question 
of the propriety of employing procedures to speed up 
bowel evacuations in chronic constipation in general. In 
such treatment hygiene and diet are the first words, and 
cathartics and enemas the last words. 

In regard to the diet in chronic constipation I would 
call attention to what seems to be a principle, viz, that a 
lactovegetarian diet is generally better than one contain- 
ing animal flesh. A lactovegetarian diet makes against 
the intestinal putrefactive toxemias and intestinal sub- 
infections which are often associated with constipation. 


.* Part of a discussion before the Medical Association of greater New 
York, May 20, 1929. 





But in practice it may not be necessary or advisable in 
all cases to limit the diet so strictly. 

In the anticonstipation diet roughage occupies a prom- 
inent place. It is a local exciter of peristalsis. But not 
all cases of constipation require increased excitation of 
peristalsis, or at least not throughout the entire colon, 
for not all constiptation is atonic. Hypertonicity may be 
present in the colon or in particular parts of it which 
contraindicate much roughage, and which may even call 
for a comparatively smooth diet. There are many grades 
and combinations of atonic and spastic constipation. Cer- 
tainly there are cases in which bran and whole wheat 
bread do not act well. In such cases roughage which is not 
so rough may act better. Rye bread, corn meal mush, oat- 
meal porridge, and green vegetables ranging from raw 
cabbage to cooked squash, supply roughage of various 
degrees of roughness. Here I would like to call atten- 
tion to the merit of the tomato as an anticonstipation 
food. I have found it useful in some cases of spastic 
constipation, taken in good quantity at night, and pref- 
erably cooked. Its acts no doubt by its acid as well as 
by its scanty roughage. And among the articles of food 
which mildly stimulate peristalsis may be mentioned the 
banana, which, if ripe, and eaten with the “fuz” scraped 
off, and thoroughly chewed, may act well in spastic cases. 
The alligator pear, too, with its abundant fat, would 
seem to deserve a place in the treatment of spastic con- 
stipation. 

Roughage appears to be the laxative food element 
most generally recommended, but is not the only laxa- 
tive element in food stuffs. The acids, sugars and salts 
of fruits and vegetables, and the vegetable and animal 
fats, have laxative properties; and water is the most 
widely useful of all the laxative foods, benefiting atonic 
and spastic constipation, and colonic and rectal constipa- 
tion. Often we find that one or two glasses of cool 
water taken early in the morning will do the trick. 

In markedly spastic constipation and in rectal con- 
stipation much roughage is contraindicated.’ Here water, 
acids, oils and sugars are useful. 

In this connection I will call attention to what seems 
to be a valuable diagnostic test. This test is afforded by 
the response of the colon to roughage and to irritant 
cathartics. If bran fails to act favorably, hypertonicity 
is suggested ; and if a locally irritant cathartic acts with 
little or no gripping in one case of constipation, but pro- 
duces considerable gripping in another. The inference 
is suggested that the former is of the atonic type and 
the latter of the spastic type. This diagnostic test can 
aid us greatly in arranging diets and selecting cathartics. 

The last words in the treatment of chronic constipa- 
tion are cathartics and enemas. Often they are spoken 
too soon. But in many cases these agents are necessary. 
In this connection I wish to emphasize the importance of 
selecting the evacuating agent to suit the particular case. 
There are many such agents with different modes of 
action, and there are many varieties and degrees of con- 
stipation. The routine use of one particular evacuating 
agent should be avoided. We should not rely too much 
on our favorite cathartic. An accurate diagnosis helps 
in making the proper selection: it is particularly impor- 
tant to recognize the presence of spasticity and its loca- 
tion and degree. 

In this connection I would like to warn against the 
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excessive use of the saline cathartics. The salines are 
so effective in emptying the entire colon, and their action 
is usually so easy and agreeable, that they enjoy great 
favor with the constipated. But salines act largely, as 
Hurst has shown, after absorption into the blood stream ; 
and long continued absorption of these salts, especially 
the magnesium salts, may have bad consequences. 

In spastic and in rectal constipation mineral oil seems 
to possess special advantages. It is the laxative of choice 
in the constipation which often accompanies mucus 
colitis. In the latter, a small enema of olive oil intro- 
duced at night to be retained, often produces a satisfac- 
tory evacuation the next day. 

Among enemas for general use, besides the familiar 
soapsuds enema, I have found an enema made with one 
dram or a little more of powdered oxgall dissolved in a 
pint of water, to possess advantages. 

The subject of colonic irrigations comes up in this 
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connection. I wish to register my protest against the fre- 
quent and long continued use of these irrigations. They 
remove the mucus which coats the inner surface of the 
colon, and which can hold in suspension bacteria and 
toxins and thus serve as a first line of defense against 
intestinal putrefactive-toxemies and subinfections; and 
they leave bare and more or less traumatize the colonic 
mucosa, and thus increase its vulnerability to penetrat- 
ing toxins and bacteria; and they disorder the peristaltic 
mechanism. 

On the subject of when to use and when not to use 
artificial bowel evacuants, we get light and inspiration 
from Hippocrates, the “Father of Medicine,” who said 
twenty five hundred years ago, in his Second Aphorism, 
That “artificial evacuations, if they consist of such mat- 
ter as should be evacuated, do good and are well borne; 
but if not, the contrary.” 

1218 Pacific Street. 





Vicarious Menstruation* 
A Clinical Report 


H. S. Lott, M.D. 
Winston-Salem, N. C. 


The case here reported is one of “vicarious men- 
struation,” and one of unusual interest in many features. 

The patient is a woman about thirty-five years of age, 
who came to me with two chief causes of complaint: 
“spitting up blood,” and irregularities of the menstrual 
flow. She has been married for about eight years, with 
no children, and no conceptions; this, for a physical 
type such as hers, impressed as unusual in the begin- 
ning, her physique being good as to flesh, coloring of 
the skin and conjunctiva, and physical development in 
general. Menstruation has always been erratic, disap- 
pearing altogether six or seven years ago, and only ap- 
pearing once or twice since, a “scanty” flow, of very 
short duration. There has been no pain, or other dis- 
comfort in the pelvic organs at any time. Throughout 
these years, jn which menstruation should have been 
normal in a woman of her physical type, “spitting blood” 
has been a source of much annoyance and alarm; occa- 
sionally during the day, but most often in the night, and 
coming in considerable quantities, enough to awaken and 
alarm her, and being at first “black,” and later a bright 
red in color. Throughout this time she has been in the 
care of her physician, and was told that she had “strained 
her lung.” 

On the first day of her coming to me, I examined only 
the heart and lungs, finding them normal. The lower 
bowel had not been emptied on this day, and she was 
asked to take a full dose of castor oil at night, and 
follow this with a saline enema in the morning. The 
urine was negative in the findings. In the afternoon 
of the next day she returned to my office, in excellent 
condition for abdominal and pelvic examination. 

All “five points,” over the abdomen, were positively 
negative as to tenderness, with no palpable mass discern- 
ible in any region. The introitus vaginae was normal. 
Per vaginam, to the digital touch, there was no tender- 
ness on either side, well up into the pelvis, indicating 
normal tubes and ovaries. The uterus was of the 
typical infantile type; normal in position and shape, but 
hardly comparing in size to that of the normal virgin. 


* Presented at the December Meeting of The Forsythe County Medical 
Society, Winston-Salem, N. C. oF ee ene 


Further study of this patient has established the non- 
tuberculous character of the blood spitting. 

Now, in considering this case, with all that it means 
in the life of the patient, the question has come to me, 
is vicarious menstruation a feature in the life-cycle 
of womanhood more often than we think? How very 
easy it is, in the routine work of office practice, to attrib- 
ute “spitting of biood” to either pulmonary or gastric 
origin in pathologic focus, rather than to attribute it 
to the “overflow” occurring in normal menstruation, so 
essential in preserving equilibrium in the blood currents 
of the woman’s economy, and belonging, exclusively, to 
the endometrial mucosa? 

Graves recognizes ectopic or complementary men- 
struation by way of the lungs. Then vicarious phenom- 
ena may be associated with thrombocytopenic purpura 
or (Novak) the circulation in the blood of the ovarian 
harmone which in certain peculiarly sensitive individuals 
may act on other tissues in the same manner as it does on 
the endometrium. 

_In proportion as periodicity is a striking feature the 
diagnosis is rendered easier. 

308 Masonic Temple. 





The Treatment of Influenza in the Recent Epidemic 


L. Stein has found during the recent epidemic of influenza 
that camphor is a valuable drug, not only when there is evidence 
of cardiac complications, but also in those cases in which fre- 
quent cough is troublesome and when there is excessive secretion 
of mucus in the bronchi. He maintains that broncho- pneumonia 
is less likely to develop in patients treated in this way. The 
camphor is given in powder form together with quinine and 
aspirin :-— 

R Camphore 0.05 g. (grs. %) 

Quinin. Hydrochlor. .......... 0.20 g. (grs. iij) 
Acid. Acetosal. 0.30 g. (grs. ivss) 
Sig. : Two powders to be taken daily. 

As regards the use of alcohol in influenza, Dr. Stein is of the 
opinion that this should be given early in every case, as it not 
only acts as a cardiac stimulant but renders the patient less 
miserable in the early stages of the attack—(Weiner Medizin- 
ische Wochenschrift, February 23, 1929, p. 292.) 


The bismuth salts locaily employed are the best treatment for 
Plaut-Vincent’s angina.—Laryngoscope, January, 1929, xxxix, 1. 
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Range of Bodily Movements 


LeonarpD D. Frescotn, A.B., M.D. 
LECTURER IN KINESIOLOGY, UNIVERSITY OF PENNSYLVANIA 


Philadelphia, Pa. 


It is an interesting fact that in examining patients it 
is a common practice to try to observe what conditions 
are present without reference to normal comparisons. 
Perhaps one reason for this is because of the wide varia- 
tions of what is called “normal.” While what is narmal 
for one may not be for another; by investigating a large 
number of individuals an average normal can be reached. 

This knowledge of the usual condition of affairs for 
ready reference and comparison is very useful in exam- 
ining the movements of the human body. There should 
be possessed a general idea of the range of motion of 
the separate joints in the various directions; also a no- 
tion of how much force a given muscle should be able 
to exert; how responsive a set of muscles should be to 
a given impulse; what should be the proportionate size 
of different parts. Knowing these things we can estimate 
how much impaired a part may be, what is likely to be 
the trouble and how it can best be remedied. 

Let us look at the various joint systems and get a gen- 
eral idea of how they should function, making allowance 
for general contour and development. Movements about 
the shoulder, as in other parts generally, consists for the 
most part, in flexion, extension, abduction, adduction, 
internal rotation, external rotation, elevation, depression 
and circumduction combination—clockwise and anti- 
clockwise. In this particular region we have movements 


taking place through a sliding and rotary motion of the 
scapula, together with a rather wide range in the ball and 


socket arrangement of the head of humerus articulating 
with the glenoid fossa of the scapula, or shoulder-joint 
proper. Flexion through the latter takes place for about 
110 degrees and then a forward rotation and gliding to 
allow the arm to come straight up—pectoralis maj. (ex. 
ant. thoracic n.), ant. del., coraco-bra.; then upper ser. 
mag. Abduction of arm is for first 45 degree by middle 
deltoid fibers and supraspinatus (largely circumflex n.), 
scapula being held by trapezius; if brought forward 
when raised to horizontal by the lower serratus fibers, the 
movement is through ant. deltoid and pectoralis major. 
The last 45 degrees of abduction straight up is through 
scapular movements brought about by contraction of the 
trapezius as a whole assisted by deltoid. Extension 
should be about 50 degrees largely through teres major, 
and when the arm is in position of about 45 degrees 
abduction—the latissimus dorsi. As the arm comes 
down it is depressed or adducted to the body through the 
180 degrees by its own weight and forcibly by the folds 
of the axilla, the rhomboids and pectoralis minor largely 
coming into play after 45 degrees have been covered. 
Of course if the side of the trunk is avoided the pec. 
mai. and coraco-brachialis can adduct in front about 
45 degrees more. When the arm is brought back from 
the horizontal (latissimus) about 30 degrees, the pec- 
torals are put on the stretch and made tense. Rotation 
takes place normally through 90 degrees (50 degrees in- 
ternal and 40 degrees external). Circumduction is pos- 
sible starting about 45 degrees in front of chest. Shrug- 
ging of shoulder, through lev. ang. scap and upper 
trapezius (and lower in forcibly depressing), moves the 
scapula thru about 9 cm. The scapulae are generally 
each 4.5 cm. from the spine or mid-axis and move over 
the ribs for 9 cm. and rotate 50 to 60 degrees. 

The elbow (hinge) joint should permit of 115 degrees 
to 145 degrees of flexion of the forearm upon the arm 


(as measured, e.g., by a goniometer.) Extension is 
merely the reverse, the triceps opposing the biceps, etc. 
However, a person with a very large biceps will find it 
in the way when flexing far the forearm. The other 
movements in this locality are external rotation (supina- 
tion) and internal rotation (pronation) through an arc of 
90 deg. each at least, in the average person. 

At the wrist there is permitted 60 deg. to 90 deg. of 
flexion and 45 deg. extension; also 45 deg. adduction 
(hand in supination) and 40 deg. abduction in most peo- 
ple; this abduction is brought about by the conjoined 
action of flexor carpi radialis and extensors carpi radialis 
longior et brevior with the hand steadied by flexors and 
extensors; likewise the muscles on ulnar side adduct. 
There is adduction of thumb through 45 deg. and abduc- 
tion through 80 deg. or a little more. 

The fingers should be able to flax 90 deg., and the toes 
a little less. The fingers also have the power normally 
to abduct and adduct about 45 deg. through the interossei 
under ulnar control. 

The hip (a peculiar ball and socket joint) naturally 
has a range of flexion (and some extension) amounting 
to 145 deg., or little over 90 deg. if leg is extended on 
thigh. Of course here again fat abdomens and muscular 
thighs interfere with this range. There is abduction of 
not much over 45 deg. while body is held erect, and al- 
most this far in post, mid-line, if front of other lower 
extremnity. Internal rotation of thigh amounts to 45 
deg. and external rotation 50 deg. Rotation brings the 
top of head back when toes go in and gt. trochanter for- 
ward. The pelvic outlet is 50 deg. to the horizontal and 
this is lessened by straightening out the normal lumbar 
lordosis. The body may be flexed at hips with legs ex- 
tended to over a right angle, and then hyper-extended a 
few degrees. Lateral bending to 45 deg. occurs, and 
rotation to 90 deg.—head 130 deg. or more. 

The knee joint, a shallow hinge-joint with some latera! 
motion, permits generally 135 deg. of flexion from the 
straight line. When flexed at a right angle there may be 
a rotation of about 30 deg. or more each way. 

The ankle has a range through 75 deg., i.e., 30 deg. 
flexion (dorsi-flex) and 45 deg. of extension (plantar 
flexion), or from 135 deg. to 60 deg. There is adduc- 
tion (front of foot) of 45 deg. as a rule and abduction 
of 50 deg.; pronation or turnig sole out only about 50, 
and supination, or sole rotated in, of 45 deg. 

The ribs are raised in front about 40 deg. in deep in- 
spiration ; and then lowered. 

Besides the physiologic reasons for more or less in- 
terference with the free movements, as noted above, a 
great many pathologic processes limit free movements 
and wide range: arthritides, osteomyelitis and epiphy- 
sitis, exostoses and tumors, sprains of soft tissues, dis- 
located and diseased cartilages, luxations, fractures (espe- 
cially near to or involving joints), synovitis, hematomas 
and scurvy, bursitis, calcified bursa, calcification in mus- 
cles, strains, myalgia, neuritis and paralysis (I. P., Char- 
cot joint, contractures, etc.), occasionally aneurisms and 
general debilitating conditions. The degree of impair- 
ment ranges from that hardly perceptible to a complete 
bony ankylosis. 

The attempt to restore motion depends upon the 
knowledge had of handling the above pathological states, 
whether in the way of dispelling inflammatory processes 

















by resorting to thorough baking, massage, active and pas- 
sive movements, high-frequency, diathermy, etc., or ad- 
ministering specific remedies, resting by splints, operat- 
ing, re-training and re-building. It is well always to 
look for some local offending disorder that indirectly 
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causes the trouble and then correct this. Moving our 
members is a vital part of our existence and it is well to 
try to prevent troubles and seek to move about from the 
end of our first year to as long and as freely as we can. 
222 South 46th Street. 








I shall preface my remarks by saying that only one 
long trained to interpret the natural tones of the normal 
heart and the adventitious tones of the abnormal heart 
is competent to supervise the care of an individual suf- 
fering with cardiopathy in pregnancy and labor. 

This function then falls to the lot of the skilled 
cardiologist and not the mere obstetrician, however ex- 
pert in his specialty he may be. 

No one familiar with the life and work of Sir James 
Mackenzie, one of the first physicians tediously to study 
the heart in pregnacy, can take exception to this state- 
ment, which I not at all timorously offer as a truism. 

The obstetrician is not the individual to separate the 
grave from the minor types of valvular heart disease, or 
determine the influence of pregnancy on either the one or 
the other. This function must unreservedly be assigned 
to the skilled cardiologist. 

It is not my purpose, however, to incorporate a biog- 
taphical sketch in this symposium, but for those of us 
ardently anxious truly to learn the interdependence of 
organs, and especially the relation of pregnancy and 
labor to heart disease, I am impelled once again to refer 
to the beloved physician of Burnley. 

He tried, he said, to understand where lay the danger 
of pregnancy in a woman with a damaged heart, a prob- 
iem which confronts every physician, time and time 
again, and of serious moment to all concerned. 

Mackenzie facetiously refers to the teaching of the 
textbooks on obstetrics and at the height of his career 
noted that none had advanced above those published 
more than thirty years before. May I add parentheti- 
cally that a great many have not advanced much farther 
today. 

Mackenzie zealously observed the changes that took 
place in women with various forms of heart disease. 
He studied them, he said, before pregnancy, during 
pregnancy, during labor and all the subsequent stages 
thereafter. He thereby acquired a new knowledge of 
the significance of dyspnea and distress, a knowledge, as 
his biographer states, which is his great legacy to his 
profession and which has leavened the whole status of 
clinical science. 

No one embarking on the practice of clinical medicine 
or obstetrics should fail to grasp the inspiration found 
in the biography, and for the most part autobiography, 
of this great man. 

No one could read the story of the Burnley doctor 
without appreciating the gravity of cardiac disease com- 
plicating pregnancy, for it was the heart tragedies he 
encountered in childbirth that made Sir James Mack- 
enzie the most luminous figure in the science of cardiol- 
ogy. 

In this short introduction I have in a large way pre- 
sented a summarization of what usually is found em- 
bodied in one’s conclusions, and I might say that it ex- 





*Read at the regular meeting of The Northern Medical Association, 
February 18, 1929. 


Heart Disease in Pregnancy and Labor’ 


P. Brooke BiLanp, M.D. 
Philadelphia 









presses rather completely my feeling with respect to 
heart disease in pregnancy and labor, the topic assigned 
to me for discussion. 

From personal observations I have made of cardiac 
disorders complicating pregnancy, even though they 
usually excite a feeling of grave apprehension and at 
times almost uncontrollable fear, I have gradually 
learned to look upon the complication with more or less 
equanimity. 

In a survey of the clinical records of the Department 
of Obstetrics of Jefferson Medical College Hospital, for 
the past four years, I could find recorded only one 
fatality resulting from heart disease complicating preg- 
nancy. This occurred in a patient suffering with re- 
crudescent vegetative endocarditis, a lethal consummation 
that probably would have occurred irrespective of the 
stress entailed by the gestation. 

While several cases of complicating heart disease were 
admitted to the wards—though I am happy to say the 
number was not large—no other fatalities occurred. 

The fortunate results may be attributed, first, to the 
individualization of the cases and, second, to the prudent 
supervision of all by the Obstetrical Staff, but more par- 
ticularly by the Medical Consultants. 

As obstetricians we limit our function to the pregnancy 
itself and on the broad shoulders of the internist is 
placed the responsibility for the heart. 

In obstetrics, as in other departments of medicine, 
there are two primary types of cardiac disorder en- 
countered, namely, functional and organic. 

The first variety is relatively common and Gammel- 
toft, in a recent paper, lucidly describes 239 cases of 
this variety. These patients were studied by all the 
standard clinical and labortory methods, including the 
determination of the minute volume of the heart, that is 
the amount of blood circulating through the heart in one 
minute. 

Nearly all the patients passed through pregnancy and 
confinement without displaying serious circulatory symp- 
toms, although during the latter half of gestation there 
were observed certain clinical features, as acceleration 
of the pulmonary second sound, occasional extra sys- 
toles, and faint murmurs. Most of the symptoms and 
signs subsided shortly after delivery, or before the pa- 
tients were dismissed from the hospital, indicating that 
the heart behavior was not an expression of permanent 
anatomical derangement, but of functional disorder. 

Apart from the functional type of cardiac disturbance, 
one must recollect that in one per cent or slightly more of 
pregnant patients a more serious phase of heart dis- 
order is encountered. 

This second variety, organic disease, can not be looked 
upon with the same sense of placidity, though one may 
say that there is scarcely any complication of pregnancy 
that arouses so much difference of opinion as organic 
heart disease. 
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At one extreme, one finds the disquieting mortality 
figures of Hart, of eighty-seven per cent and, at the 
other, the optimism of Prassulides with no mortality at 
all. 

With the morbid line so widely drawn, it would seem 
wise to assume a more philosophic attitude and straddle a 
middle course, at the same time ever keeping in mind that 
there is probably no complication of pregnancy more 
treacherous than cardiac disease with impending incom- 
petency, or still worse with frank decompensation. 

Wagner, for example, in a systematic study of 8000 
pregnant women, in the Prague clinic, from 1917 to 
1925, found eighty-six cases of organic heart disease, 
an incidence of 1.6 per cent. Twelve or fourteen per 
cent of the patients died. In eighteen others, owing to 
threatening signs of decompensation, the pregnancy was 
interrupted. 

Bierring reports eighty-seven maternity patients with 
complicating heart disease. Eleven developed violent 
heart symptoms and six, all elderly multigravidae, died. 
Eleven, or thirteen per cent, of the eighty-seven patients 
aborted, and this culmination conveys to you all that I 
possibly could say and all that I believe regarding the 
influence of heart disease on pregnancy itself, for these 
eleven abortions vividly portray the lethal influence, ow- 
ing to deoxygenation of the fetus and uterine engorge- 
ment, of failing compensation on intrauterine fetal life. 

In surveying the recent literature for material in the 
preparation of this paper, I was deeply impressed with 
the marked variability of the mortality figures presented. 

I have briefly described the gloomy aspect of the sit- 
uation and shall now refer to a paper in which one finds 
a more encouraging prognostic picture portrayed. 

In 9,936 pregnancies reported from the Zurich clinic, 
Frey and Larde found seventy-four cases of complicat- 
ing heart diseases. Various lesions were encountered, but 
most common were mitral stenoses and insufficiencies. 
Forty-three of the patients were carried to term and de- 
livered spontaneously. In twelve the pregnacy was ter- 
minated in the early months, that is, during the first half 
of pregnancy, and in nineteen delivery was effected dur- 
ing the second half by the abdominal route. 

The ultimate result in this series of seventy-four cases 
was astoundingly good, because all the patients recovered. 
The treatment instituted in the thiry-one cases delivered 
by operative means was abdominal hysterotomy of the 
cervical type combined with sterilization under local anes- 
thesia. 

It might be of interest to mention that Williams, 
quoting from the reports of several prominent writers, 
states that the incidence of heart disease complicating 
pregnancy varies between one and two per cent and that 
of the whole number only about two per cent die. In 
other words, he sets the mortality at a very low figure, 
so much so, that one is led to wonder whether the preg- 
nancy is in any way a contributing factor to the mortality. 

I am not familiar with the mortality figures of heart 
disease in general and I trust that this feature of the 
symposium, simply from the standpoint of comparison, 
may be taken up by the men assigned to discuss heart 
disease in general. 

I shall now pass on to a phase of my topic which I 
approach with some misgiving and with a feeling some- 
what akin to a grossly diseased heart valve itself, wholly 
incompetent. I refer to the interpretation of the clinical 
signs found in heart disease and propound the queries, 
first, as to what sounds one should consider ominous, 
second, as to whether adventitious sounds are always 
foreboding and, third, as to whether prognostic criteria 
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should be based on tumultuous murmurs or secondary 
systemic phenomena. 

For enlightenment on these features of my subject, I 
shall await with deep interest the expression of the 
eminent clinicians assigned to participate in the discus- 
sion. 

Personally, | have come to regard a loud heart—like a 
loud individual—as having less import than one with 
sinister myocardial fatigue accompanied with sequential 
signs of distress. This assumption is supported, or I 
should say founded, on the teaching of Mackenzie, | am 
forced to confess, however, that any form of organic 
heart disease arising in the course of pregnancy evokes 
a sensation of bewilderment as to the proper recourse to 
adopt and practice. 

The general feeling among obstetricians is that the de- 
cision as regards therapy should be made, not by the 
accoucheur, but by one familiar with the capriciousness 
of heart disease, a feeling in which | most heartily con- 
cur and routinely pursue. 

With regard to the varieties or degrees of organic 
heart trouble encountered in pregnancy and labor, it 
is obvious that all forms of endocardial trouble may be 
met with and it is, of course, equally obvious that some 
are infinitely more serious than others. 

It is generally conceded that mitral stenosis is the more 
susceptible to aggravation from the stress of pregnancy 
than any other type of valvular disorder, though all 
forms are fraught with more or less danger. 

Zinsstag observed three maternal deaths from mitral 
stenosis, in the Basle clinic, during 1927. In these pa- 
tients, he states, signs of decompensation, which are us- 
ually present in other forms of heart disease, were ab- 
sent. In many instances this writer claims death occurs 
suddenly in patients apparently healthy, an observation 
I find confirmed in nearly all literature dealing with the 
subject. 

Zinsstag looks upon mitral stenosis, as I am quite cer- 
tain all cardiologists do, as extremely grave, and believes 
that pregnancy should be terminated, irrespective as to 
whether or not signs of decompensation are present. 

In all cases of heart disease the best course of therapy 
to pursue is one that permits prompt extraction of the 
child without systematic anesthesia and with a minimum 
degree of shock. 

Abdominal Cesarean section followed by sterilization, 
under local or spinal anesthesia, is the method followed 
in most of the clinics throughout the world and is re- 
garded as the procedure of choice. However, there is 
not an unanimity of opinion with reference to therapy, 
but one does not find an unanimity of opinion in any- 
thing. 

Jaschke, for example, does not believe that interrup- 
tion of gestation is justified in cases of mitral stenosis 
so long as compensation is maintained. He teaches that 
in stenosis of the mitral valve, the power of accommo- 
dation of the myocardium, and not the sclerotic valve 
leaflets, determines whether the patient can endure the 
stress of pregnancy for 280 days and the ordeal of labor 
which follows. 

Notwithstanding this slight divergence of opinion, one 
must recollect that in all forms of heart disease, while 
pregnancy may cause mechanical embarrassment, cardiac 
difficulty is induced, first, by the increased amount of 
work necessitated by the pregnancy itself and, second, 
still more important, by the increased volume of output, 
because it has been found that during pregnancy the 
minute volume of the heart is increased from forty-five 
to eighty-five per cent. 











200 THE MEDICAL TIMES 






Moreover, if pregnancy does not provoke trouble, 
labor probably will, especially during the period of ex- 
pulsion. Trouble may be encountered during the second 
stage, because the increasing degree of pain raises the 
blood pressure and the increased intra-abdominal pres- 
sure alters the blood distribution. 

Furthermore, after the conclusion of labor, that is, 
after the completion of the third stage, there is still an- 
other factor calling for consideration, notably during the 
first few minutes or hours, due to the abrupt emptying 
of the abdominal cavity, which permits an inrush of 
blood into the splanchnic vessels—vessels dilated enor- 
mously during pregnancy—and at one time described as 
a patient bleeding into her own vessels. 

This condition probably accounts for the fleeting at- 
tack of syncope or temporary cardiac shock, sometimes 
observed immediately after delivery, even in normal in- 
dividuals. 

Finally, aside from organic heart disease, in normal 
pregnancy one must call to mind those cases in which 
additional hazards arise from intercurrent affections, 
such, for instance, as hypertensive toxemia. 

Corwin and Herrick have recently published their 
observations of 165 cases of this type and they found a 
striking relationship between toxic hypertension and 
cardio-vascular disease. One hundred and twenty-two, 
or seventy-four per cent, of these patients showed frank 
cardiac hyperthrophy, sclerosis of the peripheral vessels, 
changes in the retina and postpartum hypertension, which 
lasted from six months to several years. In _ thirty- 
seven per cent, the hypertension was looked upon by them 
as permanent. 

From these data one is led to speculate as to what 
may transpire in subsequent pregnancy. This is an- 
swered in the studies made by the writers named, be- 
cause fifty-two of the patients who later became preg- 
nant showed signs of arterial disease. Would not this in 
itself play a determining part in the ultimate failure of 
a crippled heart? 

I have already indicated the position I personally as- 
sume with regard to the therapeutic supervision of heart 
disease in pregnancy and labor. I have previously said 
that in cases exhibiting signs of impending or frank de- 
compensation, it seems prudent to terminate the gesta- 
tion forthwith, but with as little tax on the maternal or- 
ganism as possible. 

In early cases of pregnancy, that is, before the fifth 
month, termination or interruption is best accomplished 
by vaginal hysterotomy. In later cases, delivery should 
he effected by abdominal Cesarean section combined with 
tubal excision for sterilization. 

The question of anesthesia always becomes of some 
importance in these cases. Whatever route is elected to 
effect delivery, some form of local or spinal anesthesia 
should be used. 

It must be recalled that vaginal delivery does not pro- 
vide access to the Fallopian tubes and, hence, is objec- 
tionable in as much as sterilization can not be practiced 
should it be deemed expedient or desired. 

In cases in which one decides to attempt to carry the 
fetus to the period of viability or beyond—and these 
constitute the majority of cases studied—no measure is 
comparable to that provided by absolute rest in bed, the 
one recourse above all others that may conserve heart 
function and permit of spontaneous delivery or assisted 
delivery by instrumental means. 

Even under such circumstances, it may be regarded as 
unwise to expose the patient to the hazards of either 
spontaneous or forceps delivery and, all in all, in these 
cases it is probably better to effect delivery by the ab- 
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dominal route and sterilize the patient at the same time. 

This course should be especially practiced in young or 
elderly primigravidae, or in those patients in whom labor, 
owing to disproportion or other factors, may be tardy, 
difficult or in some other way throw extra stress upon a 
struggling heart. 

In conclusion I wish to reiterate that with a case in 
hand, the supervision of the pregnancy and labor falls 
pre-eminently in the hands of the obstetrician and the 
care of the heart transcendently in the hands of the car- 
diologist. The governance of both conditions is met by 
a hearty co-operation of the two. 

1621 Spruce Street, 


Brucella Fever 


The publication in this issue of the Journal of a paper by 
Drs. Scozzafave and Warner, of Welland, Ontario, on the 
subject of Brucella abortus infection in man, should serve to 
focus the attention of the Canadian medical profession on a 
new, and what promises to be a serious, public health problem. 

The microorganism, known as Brucella abortus is the cause 
of contagious abortion in cattle, and is closely related to, if not 
identical with, Brucella Melitensis, the specific cause of Malta 
fever, found originally in goats, is communicable to man, and 
it has been suspected for some time that Brucella abortus might, 
on occasion, be pathogenic for man also. Convincing evidence 
in favour of the latter possibility, however, was not obtained 
until 1924 when Keefer described a case, which he called Malta 
fever, but in which an organism conforming exactly to the 
type of Brucella abortus was isolated (Bull, Johns Hopk. Hosp., 
1924, xxxv, 6). 

The specific cause of Malta fever, also called Mediterranean 
fever and undulant fever, was discovered by Sir David Bruce 
in 1887. The disease is constantly to be found in countries 
bordering on the Mediterranean Sea and in the districts ad- 
joining. It was apparently introduced into the United States 
about twenty-five years ago. The first case was recorded by 
Craig (/nternational Clinics, Phila., 1905, xxii, 576). 

Evidence is accumulating to indicate that Malta fever is 
gradually gaining a secure foothold in the country. The extent 
of the menace, however, can hardly be estimated at the present 
time, or until medical men generally become alert to its presence. 

The work of Evans (J. Infec. Dis., 1918, xxii, 576) shows 
that Brucella melitensis and Brucella abortus cannot be distin- 
guished culturally or morphologically. Even the most refined 
serological tests can hardly make a distinction. These conclu- 
sions have been confirmed by several later workers. 

Infections with organisms of the genus Brucella occur in 
goats, cattle, horses, pigs, and human beings. Little is yet 
known as to the extent of these infections and the modes of 
transmission. 

In so far as man is concerned, the clinical features of Malta 
fever and infection with Brucella abortus are so similar as to 
be indistinguishable. This is to be expected in view of the 
close relationship and probable identity of the two micro-organ- 
isms. In view of these facts the suggestion of Drs. Scozzafave 
and Warner that the term Brucella abortus infection should 
be applied in the future to this disease is worth considering. 
But why not the simpler “Brucella fever”? 

It is a matter of prime importance that the general practi- 
tioner, especially, when he meets with an obscure case of con- 
tinued fever, that is not typhoid of paratyphoid, should think 
of Malta fever or infection with Brucella abortus. At present 
the diagnosis must be made by laboratory methods. It is not 
enough that a Widal test be done in cases of this character, 
but further tests should be carried out with the indicted strains 
of Brucella. This procedure, carried out as a routine, wou!d 
likely do much to clear up a somewhat hazy situation. Some- 
thing more would be learned in regard to the relationship exist- 
ing between Brucella melitensis and Brucella abortus, their rel- 
ative distribution, and the extent of their invasion. Much more, 
too might be learned about the clinical symptomatology and the 
sources of infection. Up to the present time only severe cases 
have been studied; probably many mild cases have gone un- 
diagnosed. 

Should it be found that Malta fever and Brucella abortus 
infection are prevalent in Canada, it should be a relatively easy 
matter, by a study of these diseases in goats and cattle, and 
possibly in other of the domestic animals, to locate the source 
of the trouble and the manner of its spread, and to deal with 
the problem intelligently and effectively —The Canadian M.AJ,, 
Aug. 1928. 
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On the Job 


While our hearts are filled with sorrow and sympathy 
for the great and beneficent surgeon in Cleveland, who 
has been called upon to face a greater emergency than he 
ever did in the course of his honorable career in the war, 
we share the pride which he must feel that not one of his 
followers failed him. They died in the line of duty just 
as bravely as so many medical officers in the army and 
navy have done in the history of the Republic. Under 
fire, in storm and shipwreck, in the pestilence that 
walketh in darkness—we are all there when the time 
comes. 

We think of the tablet to the little surgeon who stayed 
with De Long in the Arctic, of the memorial in old 
Bellevue to the doctors who gave their lives in the epi- 
demic that decimated their ranks, of all whom we have 
known who calmly made the supreme sacrifice in peace, 
as in war, and we recall reverently the words of Him 
who said: “Greater love hath no man than this.” 

In this age of selfishness and commercialism it is the 
glory of our profession that we have been trained to re- 
gard duty as a matter of course. 

Whatever our theology may be, we feel with the 
tough old pilot who stuck to his post at the whee! of the 
burning boat : 

“Christ ain’t a goin’ to be too hard 
On a man wot died for men.” 
H. C. Coe. 
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Poisonous War Gases 

As science seems to utilize every means to kill human 
beings in time of war, and as a great deal is being said 
about the advances made in poisonous gases in time of 
war, it is not out of place to consider one of our great- 
est reserves. There are millions of x-ray films stored in 
hospitals throughout the world and in time of war these 
could be massed and used for explosive purposes. One 
can easily imagine what the effect would be, judging 
from the Cleveland disaster. Parenthetically, we might 
say that the number of lives saved by these very films 
which destroyed over a hundred lives would probably 
go into the thousands. 

Now that safety films are giving good results in «-ray 
practice, without doubt they will be in use in every hos- 
pital in the future. However, that leaves countless thou- 
sands of the old films which must be stored for future 
references.—M. W. T. 





Subcutaneous Blood Injections 

The subcutaneous injection of either citrated or un- 
citrated blood, as compared with transfusion, is disap- 
pointing in experimental animals as regards augmenta- 
tion of the cellular elements and hemoglobin (R. Taylor: 
Amer. Jour., Dis. Child., Oct., 1920; S. M. Siperstein 
and J. M. Sanby: Amer. Jour. Dis. Child., Feb., 1923). 

Moreover, the work of the investigators cited shows 
that the subcutaneous injection of either citrated or 
uncitrated blood reveals undesirable clotting, with en- 
tanglement and fixation of the erythrocytes, in experi- 
mental animals. 

Nevertheless it is a useful measure in certain infec- 
tions for special reasons. Thus Gordon Gibson, of 
of Med., May 1, 1929), 


Brooklyn (N. Y. State Jour. 
reports satisfactory results from the daily injection of 
small quantities of unmatched and uncitrated blood (10 
cc.) in post partum infection, as first employed by Dr. 


J. R. Goodall of Montreal. One gets somewhat the 
same reaction as from milk, without the disadvantages 
of the latter, perhaps some leucocytic stimulation, and 
in addition some antibodies are probably utilized. More- 
over, Gibson believes that these effects are more pro- 
nounced when the blood actually does not match. 

If one seeks transfusion effects by another route than 
the veins, it appears that “citrated blood injected intra- 
peritoneally acts rapidly as a true transfusion (and with- 
out leaving clots) and not as the absorption of a nutrient 
material.” 





The Moral Equivalent of War 

We recall an article by the late Prof. William James 
of Harvard, with this title, published before the United 
States entered into the war. 

With our many years of military training and prepar- 
edness for the emergency which we knew in 1917 was 
inevitable, we received coldly the idea of the genial 
pragmatist, that the heroic virtues of a people could be 
developed just as thoroughly in peace as in war. In 
fact we published an indignant reply, which doubtless 
had few readers, as it deserved. 

Realizing more clearly the mad folly of war, “the 
sport of kings’—or rather of diplomatists, and its dis- 
mal aftermath that still lingers with us, we draw upon 
our personal experience and turn again to the long- 
forgotten theme of the sage of Cambridge. 

Again we question the truth of his pacific sermonette, 
though admitting that it is supported by post-bellum evi- 
dence. 

James stated in effect that exploration of unknown 
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regions of the earth, the conquest of nature, and hazard- 
ous sports in sea and sky, would give a sufficient outlet 
for virile energy and serve to develop courage and self- 
sacrifice quite as much as the battlefield. Could he have 
lived to see the world-wide devotion to sport and its 
influence in cementing nations by stronger bonds of good- 
will than the frail and artificial standards of diplomacy, 
he would have felt that his claim was fully established. 

We doctors meet in our daily life real heroism in the 
patient sufferers who face their fate calmly and with a 
courage surpassing the contagious enthusiasm of battle, 
where any man is, or should be, brave in good company. 
Kipling has said in one of his most weird tales that the 
sou! is a lonely combatant and must go down into the 
dark places alone. God! do we not feel this ourselves? 
We look back on the past year in which death has taken 
such a heavy toll in our profession, not alone from those 
who have passed three-score, but from our best and rip- 
est brothers, and are filled with pride when we think of 
how bravely physicians take their own medicine, die and 
make no sign. We are prone to creep away quietly to a 
hospital and set an example to our fearful patients who 
are faced with the same ordeal. 

“The glory of war is,” as General Sherman remarked, 
“all d—d nonsense” after all. To be a soldier in peace 
is a harder job.—H. C. C. 





The Ladies’ Feet 


What is the secret of the bad shoes of most women? 
Why do they persist in wearing them, despite advice and 
persuasion? It is a fact that “The American female 
foot is about as poor as that of our pitied Chinese sis- 
ter.” Out of 167 college students recently studied only 
three had normal feet. A large proportion had flat feet, 
weak arches, or painful feet. Seventy-eight had corns, 
and fifty-five had rotating heels. These conditions, it 
is safe to say, hold good throughout the general popula- 
tion. 

The secret, of course, is that very high heels have the 
effect of making the feet appear smaller, and that set- 
tles the whole matter, so far as the ladies are concerned. 

And it is true that the change to lower heels, in the 
case of women who have long worn “stilts,” causes 
great discomfort on account of the shortened tendo 
achillis. 

It is questionable whether the ingenious plan resorted 
to by officials of the lowa State College will prove gen- 
erally effective. They attacked the problem from the 
esthetic angle, and proved that the wearing of high heels 
makes women ewe-necked and pot-bellied and that it 
causes the muscles of the thigh to be underdeveloped 
and those of the lower leg to be overdeveloped ; in other 
words, it spoils the shape of the leg. 

This is very formidable and very clever, but we 
frankly doubt whether anything will prevail over the fact 
that the effect of wearing high heels is to make the feet 
look smaller. 





What is the Matter With Marriage? 


We have just been looking through an astonishing book 
—What is the Matter with Marriage?—and have heard 
it discussed frankly before young people by a group of 
their happily married elders, and wonder how it has 
escaped the censors and Postmaster General, who 
pounced upon Mrs. Dennett’s “obscene” (but financially 
successful) pamphlet as the last word in pornography. 

Glance at the windows of the little bookshops in the 
“Village” and note the titles of the books offered to the 
sophisticated youths and maidens, and your wonder will 
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increase. Psychopathia Sexualis, The Sex Question, 
etc.—they are all there. As for contraception, that long 
ago ceased to be a purely medical topic of conversation. 

The psychiatrist has had his specialty taken over by 
the laity, who have been initiated into the mysteries of 
the Freudian theory and revel in the various complexes 
with which the present age is afflicted. 

Nothing is now sacred to the “questionnaire,” which 
is more searching than the confessional of the priest or 
consulting room. 

The old-fashioned observer is apt to ask: “Is sex the 
principal subject of thought and discussion in this so- 
called age of progress?” 

Intimate conversations with boys and girls, otherwise 
bright and normal, seem to develop the fact that they 
are after a “thrill,” mental or physical, whatever that is, 
and look with pity on their elders who have presumably 
outlived that sort of thing and are satisfied with their 
prosaic daily routine. 

When we are advised by avowed teachers of youth that 
childhood, as well as adolescence, is the time for instruc- 
tion in sex stuff, we feel that it is time to call a halt. 

Is there no longer an “age of innocence” and are par- 
ents hopelessly behind the times when they shrink from 
teaching the anatomy and physiology of the pelvic organs 
in the nursery? 

There can be but one answer to this question and it 
is up to the family physician (if indeed such an individ- 
ual still exists) to answer it—H. C. C. 





Alcohol and Sugar Metabolism 

How alcohol speeds up the metabolism of sugar has 
been shown by recent researches on goldfish at the Uni- 
versity of Illinois. According to The Daily Science 
News Bulletin (Washington) : 

“The scientists proved by actual measurements that 
the goldfish fed on alcohol and sugar lived at a greater 
rate than their brothers who had sugar alone. At least, 
the process by which the goldfish turned sugar into 
body energy and heat was on a speedier level, judging 
from the much greater amount of sugar they used in 
the thirty-hour period, compared with their dry broth- 
ers who dieted on sugar exclusively. The experiment 
proved that alcohol can serve as food as well as quench 
a thirst, according to a report made to Science. It has 
been known for some time that alcohol served one func- 
tion of foods, that of being oxidized in the body to give 
rise to heat and energy. The goldfish experiment, car- 
ried out by Prof. W. E. Burge, L. D. Seager and D. J. 
Verda of the department of physiology of the University 
of Illinois, proved that alcohol also can perform an- 
ether function of foods, that of increasing or stimu- 
lating the body’s conversion of food into heat and en- 
ergy. In scientific terms, what the alcohol does is stimu- 
late the sugar metabolism of the body. Fats and proteins 
are also capable of stimulating or increasing sugar me- 
tabolism. Alcohol is almost as good as fat and protein, 
the goldfish experiment showed.” 





The Birth Rate Seesaw 


The 1930 French budget provides a vast sum for the 
augmentation of “social work,” which really means en- 
couraging an increase in the birth rate. A nation-wide 
governmental propaganda aims to arouse the potential 
parents of the country to the necessity of adding to their 
families. There has long been much concern as to the 
birth rate, but now the government is attacking the 
problem with greater energy than ever before. 

From this situation we may easily surmise what a 
struggle is in store for other governments in the future, 
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for the birth rate is tumbling at a rate in many coun- 
tries which will soon put them in the same boat as is 
the France of to-day. 

To be sure, the aims of the French government do not 
necessarily represent the best thought on the subject, and 
may not be intended to serve admirable social purposes. 
Its motives are surely not the same as those of the re- 
ligious proponents of large populations. 

But it is a fact that this question of very low na- 
tional birth rates will yet become as great a problem as 
absurdly high birth rates have been at times in the past. 





The Clinical History of Mrs. Eddy 

We have received a letter from the Christian Science 
Committee on Publication for the State of New York on 
the subject of Mrs. Eddy’s addiction to morphine, as 
discussed editorially in the May issue. The letter ad- 
mits that she employed an “anesthetic” when suffer- 
ing from extreme pain. The communication has been 
placed on file, where it is available to anyone, but is not 
reproduced because the Mepicat Times will not coun- 
tenance the use of its space for free propaganda. 





Miscellany 





The Extreme of Individualism 


The outbreak of smallpox in England has revived 
proposals there to make vaccination compulsory. One 
newspaper, arguing that something should be done, sor- 
rowfully admitted that Great Britain remains the last 
refuge, as it were, of smallpox in the civilized world. 

Naturally, the Anti-Vaccination League at once took 
up arms. At a meeting in London speeches were made 
denouncing the movement for vaccination as a mere mer- 
cenary scheme. One lady bluntly asserted that “there 
is no doubt that the doctors have worked up this scare,” 
and there were references to the “great money-making 
firms who sell vaccine.” This evoked cries of “Shame!” 
which emboldened the speaker to go on and assert that 
“the Golden Calf is behind the whole of this miserable 
business.” 

The fine old extreme of English individualism was 
seen, however, in the round defiance of any effort by the 
authorities to stamp out disease by interfering with per- 
sonal convictions on the subject of health. “Can there 
be,” exclaimed one lady, “a worse kind of tyranny than 
absolutely to claim rights over other people’s bodies?” 

This goes beyond the mere matter of vaccination. If 
a government inspector should tell this protester that 
the food she was eating was infected, she probably would 
wave her dishcloth at him and tell him to go off about 
his own business. Then there is the matter of “drains” 
and other questions relating to public sanitation. If an 
Englishwoman in her castle refuses to be vaccinated, why 
should she not also refuse to be disinfected ?—New York 
Times. 





Some Harmful Practices 

The recent accounts in the New York press of some 
remarks I made in an address to camp directors regard- 
ing the morning hygiene of campers have been inaccu- 
rate enough to arouse interest in a subject of consider- 
able concern to many people. A more detailed state- 
ment regarding morning exercises and the cold bath is 
desirable. 

The use of the alarm clock, the practice of morning 
exercises, and the cold bath are bound up with the man- 
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ner of beginning the day. The philosophy back of these 
remarks maintains that man should discover the needs 
of his organism. What have been his practices for 500,- 
000 years tend to be ignored in the artificial demands 
of an industrialized society. The invention of electricity, 
the extension of the time that can be devoted to work 
after dark, the stimulus of social engagements in the 
evenings, all tend to prolong the day of activity into 
the night. 

Moreover, the stories about the cartoons of “shut- 
ting off” the alarm are not without import. A natural 
reaction to a device of man’s own making, so widespread 
as to occasion humorous anecdote and cartoons, is not 
without significance. There is no available measure of 
the injury to nervous systems by city noises, nor can 
one state definitely the harm to a person who is roused 
from sleep by the raucous and jangling notes of an 
alarm clock. 

If duties and responsibilities require that one arise 
at a certain hour in the morning, the needs of the in- 
dividual that has retired late are compromised by the 
modern invention of alarm clocks, setting-up exercises 
and cold baths, designed to “jazz” up a tired organism, 
to start the day on time and with “pep.” It follows on 
any reasonable ground that the way to get up in the 
morning is to go to bed the night before. Hygienists 
and physicians are generally agreed that one should arise 
in the morning rested. If there has been sufficient sleep, 
one will awaken when rested. If one awakens later than 
he desires, the answer is not an alarm clock but an ear- 
lier retirement at night. 

Consideration of bodily functions during sleep, how- 
ever, and the normal increase of functional activity when 
one naturally awakens, would suggest certainly that the 
alarm clock method is unphysiologic and adopted quite 
uncritically by people who have an artificial need to get 
up at a certain time. It is agreed, of course, that as an 
occasional and emergency signal, the alarm clock may 
be used; it is the constant employment of this method 
and the associated conditions that are criticised. 

The morning setting-up exercises invented by de Las- 
pee, popularized in this generation by Walter Camp, and 
made available as a Nation-wide service by radio, are 
wholly unnecessary in summer camps for children. The 
notion that adult practices are good for children is largely 
responsible for transferring a very artificial practice into 
a wholly natural situation. This was the point made 
in the address to which I referred in the first paragraph 
of this article. Comments in the press would seem to 
require that this statement be elaborated. 

The setting-up exercises advocated for and practised 
by adults are designed to have health effects. The na- 
ture and extent of these effects seem quite hazy in the 
statements of those who so readily indorse them. Prac- 
ticed for ten to fifteen minutes they lack the duration of 
activity needed by adults; devised usually to exercise 
muscles unused in occupations, they employ very un- 
usual movements. The patient is inclined to judge of 
their effects in terms of what he feels. If they hurt, 
he is apt to feel that he needs them, or that they are 
good for him, a wholly irrational conclusion but one 
logica] enough in the light of our not very remote tribal 
experiences with medicine men. 

Popular conceptions of the hygiene of exercise for 
adults are largely erroneous. Sir Farquhar Buzzard, 
regius professor of medicine, Oxford, in a recent ad- 
dress before the New York Academy of Medicine, said: 
“I do not hesitate to say that * * * confusion reigns 
in the lay mind in regard to the relative merits of phys- 
ical culture (!), the object of which is to develop mus- 








204 THE MEDICAL TIMES 


cles, and of games of skill, the chief advantages of 
which lie in the fact that they supply mental recreation. 
From the gerontologists’ point of view, therefore, ath- 
letic games are to be encouraged in that they add to the 
list of cerebral activities, to the sum of varied interests. 
Even when the advancing years prohibit personal par- 
ticipation, the role of understanding spectator is not 
to be despised.” 

Dr. Buzzard cites cases of exhaustion neurosis due 
to devotion to the cult of muscle. Americans need skill 
in games, sports, and outdoor activities that will be so 
satisfying they will wish to engage in them. Satisfac- 
tion and pleasure in such things are dependent upon skill 
—a “dub” gets no joy out of his awkward performances. 
To hold either by declaration or by exclusive emphasis 
that setting-up exercises provide for the needs of man 
for motor activity is not only ridiculous but criminal. 
Those engaged in selling these things to people as thera- 
peutic remedies may supply testimonials of various kinds, 
but a starving dog is not apt to discriminate between 
gristle and porterhouse. 

Modern civilization is forcing upon man a great 
variety of new strains, unusual pressures, and demands 
for adjustment. There is no complete explanation for the 
continued increases in mortality from the degenerative 
diseases of middle age but certainly the alarm clock- 
setting-up exercise-cold bath regime has not established 
itself as a corrective of this mortality. Shall we ignore 
the needs of man for calm, rest, relaxation, mental and 
physical recreation, or shall we try to condense his ex- 
ercise into a few movements done “snappily” and with 
“pep” ?—a practice as unsound as the proposal by a 
fanatic some years ago to William James which advo- 
cated artificial foods and exercises as a permanent source 
of energy and power for mankind. 

Those persons who are unable to engage in sports 
or games should consider the advantages of gardening, 
hiking, camping, swimming, and even walking part way 
tu the office or home. If walking is all that is possible, 
one should walk at about the rate of four miles an hour, 
in suitable shoes, using the legs, feet, and arms prop- 
erly. Instead of causing flat feet such practice will im- 
prove the foot arches. 

The cold bath idea is as old as medicine itself. It is 
prescribed in the writings of Hippocrates. Galen and 
the early Roman physicians used water as a therapeutic 
measure and to-day hydrotherapy has a useful place in 
the practice of medicine. In the address referred to 
above it was advised that underweight, malnourished 
children in summer camps should not be permitted to do 
the morning dip. This advice has the indorsement of 
physicians who have worked with such children in camps. 

But this practice of the cold bath, like that of setting- 
up exercises, is too generally accepted by the lay public 
as a desirable and hygienic practice. Even “experts” 
approve too much in this direction. Bibb, in an ex- 
tensive survey of the literature, reports in the .Ameri- 
can Journal of the Medical Sciences for August, 1921, 
numerous evidences of deleterious effects from the cold 
bath. Albuminuria, congestion, petechial hemorrhages, 
leucopenia and numerous other disturbances are reported 
from both experimental and clinical sources. Mudd and 
Grant, in the Journal of Medical Research, describe ef- 
fects of chilling the body surface. Hewett, in Clinical 
Pathology, says, “Among the causes that may lead to the 
excretion of albuminousurine are * * * cold bath.” 

While no general statement can be made that cold 
baths are deleterious for all persons, it is obvious that 
the lay public too readily accepts them as a wholesome, 
hygenic practice. Even for those who react favorably 


July, 1929 


to a cold tub, it would seem desirable to avoid a sudden 
cold shock. Before the cold tub is taken, water should 
be splashed over the face, neck and arms. One should 
then step into the tub, sit down, tie upon the baci, sit 
up, splash water over the chest, and get out at once. Far 
better procedure is to use a spray, first starting with 
warm water, and then tapering off with cold. If the in- 
dividual feels warm after a rub-down, and retains his 
energy high during the day, the practice may be con- 
tinued. Studies are needed, however, to determine ex- 
perimentally whether this practice is entirely wholesome, 
even for those who apparently react favorably. 

Instead of beginning the day with rush and hurry, 
poise and perspective on the work ahead are needed. 
There is a better way of living for all persons than that 
epitomized by an alarm clock, radio exercises, and a 
plunge into cold water.—Dr. Jesse F. Wittiams, Pro- 
fessor of Physical Education, Teachers’ College, Colum- 
bia University, in The World. 





Earning Power at Forty 
Edward S. Jones of the University of Buffalo has 
made a study of the normal earning power of the average 
successful man at forty, both in the professions and in 
the businesses, and his results are, viz. : 


INI onc cerita ghiae Aycaca i aha oe eee $9,500 
Se cenwninn res a 6,600 
Chemistry and chemical engineering 5,300 
DE. dcivlivandsracdbunepaeaues 8,000 
Ct Se nse caweeneotuecewun 5,500 
Electrical engineering ............... 5,500 
Mechanical engineering .............. 5,200 
EE ED cru dudegeskuseunees 5,900 
DT <asddséninedckebaatan debs 3,500 
ME Gitseccs seb vessenedetcetes 4,000 





Ambulance Planes 


An important role in ambulance work was predicted 
for the airplane at the International Congress of Mili- 
tary Medicine. In the opinion of Captain H. V. Wells 
of the Royal Air Force, it affords the quickest and most 
comfortable method ,of transferring casualties in war- 
time. He said: 

“The war showed the importance of early surgical 
treatment and we know that unless such treatment can 
be given within six to eight hours the chances of saving 
life are proportionally decreased. Experience has shown 
us that all types of cases can be taken by air. By the 
use of air transport, central hospitals will in future be 
able to deal with patients from wide areas, and this will 
be a distinct saving in hospital staffs.” 

“The most convenient type of air ambulance, said 
another delegate, should be capable of carrying two or 
four stretcher cases and one hospital attendant. Air- 
craft solely employed on ambulance work, it was, sug- 
gested, should come under Red Cross protection. 





Britons Drinking Less 


By piecing together various questions and answers 
put and made in the House of Commons during the 
past week since Winston Churchill, Chancellor of the 
Exchequer, said in his budget speech that England 
was drinking less, one gathers evidence that makes a 
good showing for temperance. 

Without any disorder or law violations and, of 
course, with no poison liquor incidents and no pro- 
tests about interference with personal freedom, this 
country is gradually but continuously becoming more 
moderate in the use of alcohol. 
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The gallon and barrel figures for last year, as com- 
pared to 1927, show a falling off of 20 per cent in the 
consumption of wines, a 3.75 per cent decline in the 
consumption of whisky and gin and a 1.50 per cent 
decline for beer. 

The. explanation of the wine decrease is the most 
obvious of all and is found in the fact that there was 
an increase in the import duty last year of from three 
to eight shillings (about 75 cents) a gallon. Hard 
times and unemployment were apparently not much 
of a factor in the general drink situation, or there 
would have been a greater drop than the 1.50 per cent 
for beer, which is primarily the wage earners’ favor- 
ite beverage. 

The decline in per capita expenditure for drink was 
$1.75 from the figure of 1927 to $32 last year, but 
despite the decrease the total drink bill for a popula- 
tion of 45,000,000 was still a sizable item. The fig- 
ures for last year were about $1,500,000,000, divided 
as follows: $930,000,000 for beer, $403,000,000 for 
spirits and $100,000,000 for wine. 

More encouraging from the temperance point of 
view than the recent falling off in the use of alcohol 
is the great decline since immediately before the war. 
Although there was an increase in population in 1928 
over 1913 of about 7 per cent, the decrease in the use 
of spirits for that period has been 59 per cent and 
the decrease for beer since 1913 30 per cent. 

On the other hand, wine shows an increase, as com- 
pared with 1913, of 16 per cent, but the use of wine is 
already beginning to fall off materially because of 
the new import duty.—The Times. 


An Enlightened Hospital Board 


The attention of physicians is respectfully directed to 
the following resolution recently] adopted by the trustees 
of Hahnemann Hospital, Philadelphia : 


“Be it resolved, that all physicians who are members * 


in good standing of any of the county medical societies 
be and they hereby are entitled to secure admission to 
and to treat patients in the private and semi-private 
rooms and private wards of the Hahnemann Hospital, 
with the provision that the privilege of performing sur- 
gical operations is hereby extended only to those physi- 
cians, not members of our regular staff, who hold regu- 
lar staff appointments in other reputable hospitals en- 
titling them to perform such surgical operations.” 

Information may be secured from John M. Smith, 
director, Hahnemann Hospital, 230 North Broad Street, 
Philadelphia, Pa. Rittenhouse 8150. 





London Doctors Dispute Value of Ray Treatments 


The London medical world is divided by a recent 
report of the Medical Research Council on the use of 
ultra-violet rays produced artificially. The popular- 
ity of the lamps producing these rays has grown 
enormously and in the last few months their use has 
been greatly stimulated by their frequent employ- 
ment in the treatment of the King’s illness. 

The public, therefore, has been somewhat bewild- 
ered by the flatfooted statement of a body as eminent 
as the Medical Research Council that “There is no 
present reason to know that artificial light can do 
more in this way (i. e., causing an increase in the 
power of the blood corpuscles to dispose of bacteria) 
than a mustard plaster, which is infinitely cheaper.” 

While some doctors have welcomed the report and 
the experiments upon which it is based as “a much 
needed check upon the rather wild claims that are be- 
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ing made for light treatment,” others have expressed 
total disagreement with its findings. A medical of- 
ficer of health for one of the London boroughs said: 

“IT don’t understand what this report of the Medi- 
cal Research Council is driving at. Such criticism 
seems absolutely ridiculous. Recently I have had 
three cases of wounds that would not heal after oper- 
ation, but at the very moment the light was put on 
the wounds began to heal and the patients put on weight.” 

The doctor whose research work has aroused this 
controversy is a young woman scientist, Dr. Dora 
Colebrooke, to whom the Medical Research Council 
intrusted the investigation of the violet ray treat- 
ment. Dr. Colebrooke has held important positions 
in several English hospitals, but research has always 
been her chief interest. 

Dr. Colebrooke’s experiments, a detailed descrip- 
tion of which is to be published shortly, were made 
on different groups of London school children. The 
present report of the Medical Research Council only 
notes the results. “When conditions between the 
children with and without treatment were equalized,” 
it states, “the results of the light were wholly nega- 
tive. It gave no gain in weight, height or ob- 
served mentality or “spirits,” and the incidence of 
minor ailments, such as cold, was actually higher 
among those receiving the light. The council are 
aware of no properly controlled experiments, which 
have been made elsewhere, to set against these two 
series. 

“The last report of the Chief Medical Officer of the 
Ministry of Health shows that the results collected 
from artificial light centers provided by local authori- 
ties exhibit much variation of opinion, as we should 
expect for the reasons just given; but no objective 
evidence is provided that results have been achieved 
that could not have been far more cheaply gained by 
proper food, and, if that be so, it is obvious that ex- 
ercise and fresh air are greatly preferable to indoor 
sessions round a lamp.” 

In spite of the high regard in which the Medical 
Research Council is held, there have not been found 
lacking many eminent physicians to challenge its 
findings. One distinguished specialist in electro- 
therapeutics, writing to “The Times,” points out that 
“the use of the mercury vapor lamp, without auxili- 
ary apparatus to produce the solar rays other than 
ultra-violet, is a crude and incomplete method.” Yet, 
he complains, it was methods of this kind that were 
used in the experiments upon which the Research 
Council’s report was based. 

“Artificial sunlight,” he continues, “is a form of 
treatment that requires judgment and nicety of appli- 
cation, as well as clinical experience, so that, as in 
other forms of medicine, some succeed where others 
fail, and the fact that a few observers have failed is 
not evidence that others do not succeed. Moreover, 
it is admitted that the reports received from artificial 
light centers ‘vary considerably.’ On this account, 
and in view of the mass of contrary evidence, surely 
this publication by a public body is regrettable.” 

The efficacy of the artificial light treatment has 
been firmly established among the British lay public, 
and there are many men and women who have con- 
tracted the habit of performing their daily dozen ex- 
posed to ultra-violet rays. Quite an industry has 
grown up to supply the necessary equipment, the 
manufacturers of which bitterly resent the Council’s 
report. 

In an official statement they describe it as “an 
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amateurish attack which does not get down to fun- 
damentals.” Ultra-violet ray treatment, they assert, 
“has an established position in modern medical sci- 
ence; the future prospects are so important that man- 
ufacturers realized the wisdom of founding this asso- 
ciation so that they might get the best all-round 
results in electro-medical apparatus.” 

The Medical Research Council on the other hand, 
is strongly backed by another new industry—the mak- 
ers of special window glass which admits the ultra- 
violet rays of natural sunlight. The director of one 
company makes the report an occasion to write to the 
press pointing out that leading industrial concerns 
have observed great improvements in the health of 
their workers after having the patent glass fitted in 
their factories and offices. “One greets,” he says, 
“with some sense of relief the unconscious tribute in 
the report of the Medical Research Council.”—New 
York Herald Tribune. 


Public Charges in Private Institutions 


The acceptance of emergency cases as public charges 
in private hospitals is administered by the Department 
of Public Welfare in accordance with the rules and 
regulations of the Board of Estimate and Apportion- 
ment. Since January 1, 1926, there was a decided in- 
crease in the number of cases submitted by the private 
hospitals, as well as an appreciable increase in the per- 
centage of cases approved. The increases were from 
25,636 patients in 1926 to 31,523 in 1928. In 1926 
the Department approved 64 per cent of the cases sub- 
mitted ; in 1928 it approved 72 per cent as public charges. 

In recognition of the co-operation on the part of pri- 
vate hospitals with the City in the care and treatment 
of the sick poor, a substantial increase was made in 
the per capita rates paid for the various services ren- 
dered by the hospitais. These revised rates include in- 
creases in the allowance for medical and surgical treat- 
ment from $2.50 a day to $3.00, consumptive patients 
$1.75 to $2.00, cancer patients $2.50 to $3.00, orthopedic 
treatment for children $1.25 to $1.40, chronic, incurable 
or infirm $1.00 to $1.15, maternity cases $30 to $35 a 
case, preventorium treatment of children and convales- 
cent care and treatment from $1.25 to $1.40 a day. 

The Department of Public Welfare endeavors to col- 
lect money from parents and other legally responsible 
relatives in part payment for the support of dependents 
cared for as public charges. In doing so, it seeks to 
compel only those to do so who are found able to con- 
tribute without causing any unnecessary hardship. In 
cases where there is the slightest doubt as to the ability 
of the person to pay, the policy to resolve the question in 
favor of the recipient of the City’s service is adhered to. 

Some idea of the extent to which the City was thus 
reimbursed can be gained from the following. The 
total appropriation made by the City to meet the pay- 
ments to private charitable institutions for services ren- 
dered in connection with the care, support and main- 
tenance of dependent and delinquent children, infants, 
homeless mothers nursing infants, unfortunate and 
friendless females, blind and deaf and dumb cases, adult 
inmates of reformatories, the care and treatment of 
medical, surgical, maternity, orthopedic, tuberculous, 
cancer, chronic, incurable and infirm, and feeble-minded 
patients, for preventorium and convalescent care and for 
children placed out in family homes, and the supervision 
and after-care of children so placed, was $7,433,555 for 
the year 1926. The sum appropriated for the year 1929 
was $8,908,319. As against this the Department col- 
lected $195,884 in 1926, $200,411 in 1927 and $188,540 
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in 1928. These figures demonstrate clearly that the free 
hospital service offered by the City is not being abused.— 
Bulletin Department of Health, City of New York. 





Correspondence 





On Law Observance 


To the Editor of THE Mepicat TIMEs: 

I have received, apparently from your office, the Editorial Page 
which contains an editorial entitled “Puritanism Vindicated”. 

I wish I had the time to make clear to you that Puritanism is 
not the dread monster which evidently you imagine it to be. Puri- 
tanism established liberty, for it cut off the head of Charles I, 
and strengthened both unselfishness and conscientiousness in the 
hearts of the people, and established institutions of free govern- 
ment in England and America. 

Puritanism is very violently hated by those who desire to profit 
by the violation and nullification of laws enacted after open and 
free discussion, by the representatives of the whole people. Those 
who encourage lawlessness are like men who disobey the traffic 
laws. They are thinking principally of their own whims and im- 
pulses and endanger the lives and properties of others because 
they are not willing to comply with reasonable regulations. Lib- 
erty cannot exist where the rights of other people are invaded. 

Mrs. Dennett was convicted, not because she endeavored to 
teach her boys the truth about sex, but because she was so ob- 
sessed with the importance of giving so called birth control in- 
formation to her boys of 11 and 14 that in so doing she produced 
a pamphlet which, if read by other children of the same age, 
would create lustful desires, and promote immorality among the 
young. 

I wish that your paper would heed the appeal of President 
Hoover and bend your influence to encourage a respect for law 
and encourage law observance, giving praise to those district at- 
torneys, judges and police who are faithful in their duties. 

It would seem to me that a medical journal like your own 
should hesitate before it takes the part of a criminal who refuses 
to withdraw from her pamphlet those passages which have been 
condemned by two judges in the Post Office Department and by 
the judge and jury who passed upon the case. Anyone who has 
not sportsmanship enough to obey the rules of the game, ought 
not to be commended by leaders of public opinion. 


Wo. SHEAFE CHASE 
Brooklyn, N. Y., June 5, 1929. 

Norte.—Since the editorial in question commended the work of 
the court and condemned Mrs. Dennett’s activities Canon Chase’s 
letter amazes us. Such a capacity for misunderstanding amounts 
to genius, not a very good thing in one so constantly engaged in 
estimating and characterizing the aims and motives of other men. 


Insulin and the Death-Rate from Diabetes 


Those who are acquainted with the remarkable results achieved 
by insulin in individual cases cannot help wondering that its 
introduction into general practice should have made so little im- 
pression on the diabetes death-rate. It is true that, like all in- 
novations in medical practice, insulin has not been universally 
accepted, and that it will probably be many years yet before 
it is promptly and effectively employed whenever diabetes does 
not yield to dietetic measures. There remains the undoubted 
fact that very many doctors are using insulin and getting re- 
sults from its use, while the death-rate from diabetes tends to 
rise rather than to diminish. Some light on this puzzling situa- 
tion is thrown by a statistical analysis published in the Decem- 
ber Bulletin of the Metropolitan Life Insurance Company of 
New York. When the death-rates are calculated for specific 
age-groups, and by sexes, it is found that definite changes have 
taken place since 1922 when insulin was introduced. Among 
males the diabetes death-rate has declined steadily for all groups 
up to age 45. At ages 45-64 the rate has remained roughly as 
it was. For age 65 and over there is a definite increase. Among 
females the decline is limited to childhood and early adult life. 
“After age 55,” says the report, “the increase has been practi- 
cally uncontrolled.” This makes a great impression on the net 
death-rate, since in the company’s experience nearly half of 
the total deaths from diabetes occur in women over 50 years 
of age. The general conclusion from these observations, and 
from reports over the U. S. A., is that the incidence of diabetes, 
especially in women, is definitely on the increase. Insulin does 
not cure the disease, but does prolong life. Consequently the 
gain from death in early life is offset by a loss in later years. 
The economic prosperity of America tends to produce more 
diabetes and insulin may take credit that the rising death-rate 
is not rising more rapidly—The Lancet, Feb. 9, 1929. 
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So-Called “Health Foods” 


The American public should beware of “health foods,” “life 
grains,” and other food products for which makers claim curative 
or health-giving properties, say officials of the Food, Drug, and 
Insecticide Administration, United States Department of Agri- 
culture. 

The administration believes the use of the word “health” in 
connection with foods constitutes a misbranding under the food 
and drugs act. “The use of this word implies,” says W. G. Camp- 
bell, chief of the administration, “that these products have health- 
giving or curative properties, when, in general, they merely 
possess some of the nutritive qualities to be expected in any 
wholesome food product.” 

“The label claims on these products,” he says, “are such that 
the consumer is led to believe that our ordinary diet is sorely 
deficient in such vital substances as vitamins and minerals, and 
that these so-called ‘healtk foods’ are absolutely necessary to con- 
serve life and health. 

“In the enforcement of the food and drugs act, it is necessary 
to warn manufacturers of these products to have their labels con- 
form to the facts of medical science and actual laboratory tests. 
The Food, Drug, and Insecticide Administration does not object 
to calling these products ‘wholesome,’ provided they are whole- 
some, but the effort to give the impression that we all need some- 
thing added to our every-day diet if we are to avoid nutritional 
disaster is a misrepresentation whch the food law enforcing 
authorities aim to combat. 

“So-called ‘health-giving’ biscuits, foods, and waters are not 
only a waste of money if purchased for their curative properties 
but are responisble for a more serious loss because their use is 
relied upon as a substitute for appropriate corrective measures, 
as a proper diet, exercise and sunshine.” 

Of the “health foods” which have flooded the market in past 
years, there are generally three recognized classes, according to 
the administration. The first of these includes whole wheat, rve, 
oats, bran, and mixtures of these. ‘Valuable as these grain prod- 
ucts are to the diet,” says Mr. Campbell, “they are misrepresented 
when curative properties are claimed for them and when the 
maker says they provide ‘life-giving vitamins in their tasty natural 
state. The tendency to exaggerate the merits of cereal breakfast 
foods and ‘health foods’ has received the increasing attention of the 
administration in an effort to keep statements regarding them in 
strict conformity with fact. Indiscriminate use of the word ‘vita- 
mins’ in labeling may be impressive but it must be proved that 
vitamins are in the product if the manufacturer is to avoid a 
charge of misbranding. 

“Waters, mineral or mineral imitated, are sold by health resorts 
or promoters who attempt to convince the consumer that by their 
use at home the same benefits may be secured as by staying at 
the resort and following a proper diet and taking rest. Enthusias- 
tic and glowing accounts of the merits of these waters are fre- 
quently exaggerations. It is the purpose of the Food, Drug, and 
Insecticide Administration to insure not only truthful labeling of 
these products, but also their purity and freedom from con- 
tamination of every description. 

“The third general group of so-called ‘life-giving’ products in- 
cludes candy containing calcium, salt containing iodine, food ma- 
terials with phosphates added, bread containing carrot flour, 
crackers containing senna, a laxative drug, and chewing gum con- 
taining phenol phthalein, a coal tar cathartic. There are some 
parts of the country, notably in the north central States of the 
Mississippi valley, where the water and vegetables are deficient 
in iodine and where the use of salt containing iodine has been held 
to be beneficial in the prevention of simple goiter, but the general 
use of iodine in salt is not only unnecessary but may be harmful. 
In some cities where the water supply is deficient in iodine the 
addition of this element to the water has become a community 
project.” 

During the past few months the administration has been giving 
attention to the merits of the newly introduced irradiated food 
products which, it is claimed, give the anti-rachitic vitamin D 
to the diet. Certain products when exposed to ultra-violet rays, 
say the food and drug officials, become activated, developing 
anti-rachitic properties. But, they say, ordinary sunshine is rich 
in ultra-violet rays, and provides vitamin D in abundance. The 
use of a drugged food, therefore, is needless to persons getting 
plenty of sunshine, the administration holds. 

In its efforts to protect the consumer and the honest manu- 
facturer, who sometimes unknowingly misrepresent his products, 
the Food, Drug, and Insecticide Administration rarely resorts 
to more than advisory measures in correcting many of the ex- 
aggerated claims made for so-called health foods” and similar 
preparations. 
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Estimating Proper Body Weight 


It isn’t the height, it’s the hips that count. At least the width 
of the body is more important in determining what a boy or 
girl should weigh than the length, according to Dr. Raymond 
Franzen, Research Director of the American Child Health 
Association’s School Health Study, who spoke before a joint 
session of the American Child Health Association and the Ameri- 
can Public Health Association. 

It has been customary, Dr. Franzen pointed out, for a good 
many years for boys and girls to step on the scales, watch the 
pointer go round to a stop, and them knowing how tall they 
are, look up in a table of figures to see whether they are above 
or below par in the game of weight. Most children survived 
the ordeal with smiling faces but one or two out of every five 
would find themselves way below the tables and fit candidates 
for the undernourished class. 

Dr. Franzen’s researches will brighten the hopes of many 
who have received this jolt from the height-weight tables. He 
views the body as a cylinder which has diameter as well as 
height. Two cylinders of the same material and the same 
height may have very different weights depending on their 
diameter. Similarly, body frameworks vary not only in height 
but in width and thickness. The wide framework can carry, 
and is meant to carry, more weight of flesh and fat and organs 
than a narrow framework even though the height is the same. 
For this reason Dr. Franzen points out the width and depth 
must be known as well as the height before you can say a 
person’s weight is deficient. Dr. Franzen has devised methods 
for taking into account the various bony measurements in pre- 
dicting weight. 

The height-weight tables have been a valuable aid to health 
workers in the past and from the experience gained in their 
use and from new data it will be possible to construct new 
tables shortly which will be still better and more accurate. 

Dr. Franzen’s findings are based on measurements of 8,000 
children of the fifth and sixth grades, from schools of seventy 
cities scattered over the country. Points as far removed as 
New Orleans, Spokane, St. Paul and Providence have all con- 
tributed to the figures which serve as the beginning of the 
new tables. Schools in these cities were studied by physicians 
and educators of the American Child Health Association in 
the effort to find out how to make health programs more ef- 
fective in the lives of school children. Body measurements and 
weight were but a part of the total ground covered in the study. 

The calculations in this study have been carried down to 
such a fine point that the relative importance of each body 
dimension in determining weight has been computed. For 
instance, among 11 year old boys, the width of hips is 30 
per cent of the total influence determining weight. The depth 
of chest exercises 25 per cent influence, breadth of chest 20 
per cent, height 20 per cent, and width of shoulders 5 per cent. 
The proportions for girls are somewhat different, the chest 
dimensions being of still greater importance and height less. 

Another point brought out is that the girth of upper arm 
and calf fluctuates in proportion to weight. For children of 
similar body framework the size of the calf is a good index 
to the weight. Measurements of girth and measurements of 
weight taken in conjunction with the body framework may have 
great importance in revealing susceptibility to disease, fatigue 
and future growth. 

Dr. Franzen cautioned his hearers, however, not to confuse 
weight with nutritions. Underweight or departure of weight 
from that of his anthrpometric peer”, is a measure of the degree 
to which a boy differs from the usual run of boys. The sig- 
nificance of this departure in terms of health, however, is quite 
another matter which this paper did not attempt to cover. The 
significance of underweight in terms of probable future ill 
health is a subject that requires continued study over an ex- 
tended period. 

Nutrition was described as an ambiguous term. It would be 
better to use exact body measurements and the thickness of the 
padding immediately under the skin than to use general measures 
of nutrition. 

One interesting fact reported was that a child could be heavy 
without being fat and that a child could be fat without being 
heavy. In other words, the padding under the skin does not 
go hand in hand with total body weight. It is the size of the 
skeleton that is most important in determining weight. Dr. 
Franzen believes that further study of the thickness of the 
padding under the skin might be very valuable in helping to 
interpret how well children are assimilating their food. 


Cancer Therapy 


The introduction of the x-rays and radium in conjunction with 
surgery, or as the sole therapeutic agents, has added very little 
to the per cent of five-year cures, except in cancer of the cervix, 
and here radiation accomplishes the results without surgical aid. 
—J.'C. Bloodgood, NM. Y. State J. of Med., April, 1929. 
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The French Medical Services in the War 
General Mignon’s Story 


Inspector-General A. Mignon, D.M.S. of the Third Army, was 
stationed in the Verdun area from the commencement of the war 
to November, 1918, when he was retired just before the Armis- 
tice on account of age. A practised author, with several books 
to his credit, he had been the Director of the Army Medical 
School at Val-de-Grace when war broke out, and has lately been 
given facilities for reading original documents. He is thus well 
qualified to give an account of the development and service of the 
French medical corps throughout the war. His work is arranged 
in four well-printed volumes, the first describing the period of 
education, the second, Verdun, the third, 1917 and 1918, while 
the fourth embodies reflections and deductions from a survey of 
the whole period. Military surgeons must in_ times of peace 
imagine what they will have to do in war. In the past ma- 
nouvres instructed only junior officers, the schemes of seniors 
were not criticised, and the staff appeared to think that removal 
of wounded from the battlefield was all that was required from 
the medical service. In the war the lack of cooperation between 
the medical and the General Staff was at first a serious impedi- 
ment. Administrative difficulties were great: if small-pox broke 
out, 20 telegrams must be sent before one man was vaccinated. 
Antityphoid inoculation had been ordered to begin in October, 
1914 (the vaccine, an autolysate, gave more reaction than the 
English), and General Mignon could not get any when he 
applied for it in August, 1914. The generals all wanted the 
wounded made comfortable, but administration was with the gi 
of Staff; the Staff moved the medical units and the D. M. 
could neither detail his staff, nor get news of any intended = 
tions. At first all wounded were sent down blankets, food, 
medical instruments were lacking. In 1914 a mobile operating 
room, sent up by the Duchesse d’Uzés and Prince Platoff, did 
splendid work but was unapproved, and it was not until 1915, 
when the surgeons of Paris sent up another, that these mobile 
units became generalized. At first the trains for wounded were 
ill-equipped, slow, and gave no food, and there was but one sec- 
tion of motor ambulances. When the author had many casualties 
and few hospital beds, he asked to be given barracks, and got 
them, it being less hurtful to a sound man than to a sick one to 
sleep in a tent. The needs of the medical service had not been 
visualized ; no one had stood up for the medical officer, or rather 
for the wounded and sick whom he protects. In treating wounds 
at first too much iodine was used, then came ether, and Abadie, 
of Oran, got striking success with 7 per cent NaCl, but all anti- 
septics tried gave poor results. Then came Dakin’s solution, and 
with the excision of wounds, Carrel-Dakin’s method worked won- 
ders. As to hygiene, in October, 1914, typhoid (335 cases) was 
recognised at Verdun. In 17 months the Third Army had 39,- 
712 cases with 3384 deaths; the numbers for the same period in 
the B.E.F. are quoted as 2796 with 178 deaths (p. 535). The 
French soldier is not a drinker of hot water, like the Englishman, 
but chlorination of water stopped typhoid. Company officers 
took the greatest trouble in looking after their men, getting them 
dining-rooms, to keep flies out of sleeping places, finding better 
clothes for them and steel hats; baths were set up in 1915, a 
laundry in 1916. 


Verdun. 


Mignon, when D.M.S. of the Third Army, was on Feb. Ist, 
1916, put in medical charge of the adjacent but distinct Fortress 
of Verdun. On Feb. 9th he received information that the Ger- 
mans would attack on the 15th. The hospitals were cleared in 
48 hours, medical and venereal cases sent away, and stores were 
obtained. Mignon planned to link forward and rear units so as 
to get quick evacuation for wounded, and tried to collect surgical 
units. The Third Army sent him orderlies, stretcher-bearers 
came from Paris, and with their help a hospital of 350 beds was 
built at Baleycourt, and others were rearranged, restaffed, re- 
equipped, On Feb. 15th came a fierce storm of snow and bitter 
cold, so some extra time was gained; but it cleared suddenly on 
Feb. 20th, and on the next day the shelling began. Aid posts, 
field ambulances were swept away. One division lost 21 doc- 
tors; hospitals came under fire, and Baleycourt had to close on 
Feb, 28th. Throughout the next four months the routes of evac- 
uation and the positions of hospitals were constantly changing. 
The first thing to provide in a new place was a surgical unit, with 
beds around it, then an examining post outside the hospital to 
feed and dress walking wounded, sent on by returning supply 
lorries, Later hospital huts were put closer together to save 
fatigue to the staff. Connecting wooden paths proved dangerous, 
for they burned one hospital in an air raid. General Mignon 
emphasises the importance of having subsidiary hospitals into 





1 Le Service de Santé pendant la Guerre, 1914-18. By Médicin Inspecteur- 
Général A. Mignon. Paris: Masson et Cie. In four volumes. Vol. I., pp. 
A = © x TL pp. 690 1926; Vol III. pp. 703, 1926; Vol. IV., pp. 831, 
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which to relieve evacuation hospitals when these are likely to be 
submerged in a sudden flood of casualties. 


The Somme and After. 


The third volume deals with the Somme in 1916, the battles 
of 1917, the German attacks of 1918, and the victorious advance 
of 96 days before the Armistice. Preparing for the Somme, med- 
ical officers were directed to keep the walking wounded in the army 
areas, to take out of the areas the seriously damaged, and to make 
comfortable arrangements for the others. Large hospitals. were 
placed 10 miles behind the lines, but they had not enough surgeons, 
so Amiens had to take the overflow. Before the battle of the 
Aisne (April, 1917) Parliament had disestablished the Director- 
General of the Armies, who was in fact replaced by a captain of 
the General Staff. General Nivelle had no medical officer on his 
staff either, and the New York M.O.’s of the armies concerned 
were not told the idea nor the zero. The hospital scheme, de- 
vised in Paris, was too ambitious and not completed in time. 
Weather turned against the force and the senior medical officer 
of the flank army had hastily to hospiltalise 2652 lighter cases 
in a village. The attack failed, and the medical units were 
swamped. One of 1300 beds had 6000 cases to deal with. Visit- 
ing members of Parliament were shocked, and the medical ser- 
vice was blamed, but as our author, with scientific detachment, 
observes, the War Office should take the blame for the failure of 
its own scheme, or alternatively the General who underestimated 
his probable losses and engaged before the medical arrangements 
were completed. Later the medical officers got better information 
and their organization was improved. In the 1917 offensives 
in Flanders the plans of the Paris Society of Surgeons were 
accepted; walking wounded were early separated, the best sur- 
geons of Paris, at the front, cleaned the wounds at once, and 
patients were sent to the rear for suture, with excellent results, 
partly because only half the expected wounded appeared. In the 
German offensive of March, 1918, when the front was bent, chaos 
reigned, It is little use sending up a division in relief without 
its medical units, and these can do nothing without equipment. 
The month before July, 1918, when the 96 days of final advance 
began, the armies had been told to prepare to advance, and 
hospitals to divest themselves of extra stores. Gas was now a 
great trouble; the faster the Germans retired the more gas they 
sent over. A service for gassed men was set up parallel to that 
for wounded. In October cold became a difficulty, but especially 
influenza (36,304 cases that month); other diseases seemed to 
hold up in its presence. Barges made good means of evacuation. 
The hospitals of evacuation had by now many special divisions, 
eyes, face, and so forth. Divisional and forward units only 
prepared cases for evacuation; surgery was done by corps units 
or behind. This proved to be the best system. 


Reflections and Deductions. 


In his fourth volume, of reflections and deductions, Inspector- 
General Mignon expresses the view that the great cause of the 
success of the medical service in the war was the assimilation of 
the civil medical profession into the army. Military medical 
officers remained in touch with the command, and provided for 
the civil profession the means for doing their work, which was 
the care of the sick and wounded. Surgery was no longer 
thought a general service duty, but was restricted to specialists, 
and similarly other branches of medicine. The military medical 
service had itself undergone evolution. At the close there was 
a medical officer on the staff of every general; the medical 
officers knew how many casualties to expect, and when and where ; 
they moved their units and sent the sick to whatever place they 
considered most conducive to a speedy recovery. They have not 
even yet got full command in their hospitals, nor the complete 
autonomy of a corps. Orginally governed by a director on the 
“7th Direction” of the General Staff, after a year of war the 
“Service de Santé” was put under an Under Secretary for War. 
An Under Secretary of State is less hampered than a soldier 
by precedent, or by finance, and he has a numerous staff to help 
him ; through his agency came consulting surgeons and physicians, 
inter-Allied surgical conferences, increased autonomy, and more 
reasonable relations with the command. When he relieved 
Nivelle Pétain felt that the Service de Santé was insufficiently 
represented at Headquarters, and added an inspector there to 
advise on coérdination. Thus, thanks to many motor vehicles 
and to better relations with the railways the war ended more 
comfortably for the wounded than it began; at least 80 per cent 
of them were made fit to return to the line. The author’s final 
conclusion as to the best method of procedure appears to be that 
divisional and forward units should collect the wounded, do 
first-aid, fill up the field cards correctly if possible, and deliver 
the patients to Corps, at the head of the car line, where the con- 
sulting surgeon will examine them, send the walking wounded 
in lorries some 100 miles back, retain untransportable cases (on 
whom he himself may operate, if he has time), and send the 
others to the hospitals or evacuation, special or general, 12 or 
more miles to the rear. Thus will the front be cleared to the 
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best advantage, and thus also will the patients recover best. In- 
spector-General Mignon hopes there will never be another war, 
but fears that as usual, people will forget the horrors, and that 
increasingly as time goes on, only the self-sacrifice and nobility 
of the soldiers will be recalled. Therefore it is essential to re- 
member the steps which eventually led to the building up of a 


fine Service de Santé. 
The Lancet, Jan. 5, 1929. 








Contemporary Progress 


The Chemistry of Tuberculin and of the Tubercle Bacillus 

Since 1891, when Koch first prepared tuberculin and found 
that, injected into the bodies of tuberculous animals, it gave a 
specific reaction, it has been used in the diagnosis of this dis- 
ease to an extent that is not ordinarily recognized. This ex- 
tent may be gauged by the estimate, recently made, that more 
than one hundred million dollars’ worth of cattle have been 
slaughtered in the United States and Canada during the last 
twenty-five years, because, on test, they reacted to tuberculin. 
It has, therefore, played a part in the economic field which 
Koch could not possibly have imagined. Its use in the diag- 
nosis of tuberculosis in the human subject has been very greatly 
less extensive because the reaction it develops entails, not in- 
frequently, extreme discomfort to the patient, and because also 
the methods of clinical diagnosis used for suspected cases 
obviate the necessity, in the vast majority, of resort to the re- 
action test. 

Notwithstanding all the economic and hygienic interests thus 
involved, no fundamental research work has been done on the 
nature and composition of tuberculin until four years ago. It 
was, and still is, as made for the extensive use to which it has 
been put, derived by preparation from cultures of the tubercle 
bacilli in boiled beef broth, and it is, in consequence, an “om- 
nium gatherum” containing all the proteins developed by the 
bacilli in the broth, as well as not a few of the constituents of 
the latter. This has led one critic to label it “dirty,” a term 
perhaps too severe, but nevertheless not wholly unjustifiable. 
The product is not and has not been a pure one, containing 
only the reacting substance, but a mixture, not always uniform, 
and not infrequently of uncertain standardization. 

The explanation for this lack of fundamental research on 
tuberculin in the past is not far to seek. The technical knowl- 
edge necessary for the preparation of the purest product has 
been of slow growth during the last thirty years; many of 
those who gave themselves to work in this line were too lim- 
ited in their training to achieve any outstanding result, and 
they merely marked time by contributions on subjects connected 
therewith of limited interest and evanescent value. The con- 
sequence was a “stalling” on the course of progress. 

Happily a new era of achievement began about four years 
ago, when a number of highly qualified technologists began 
fundamental research, not only on the nature of tuberculin, but 
also on the composition of the tubercle bacilli themselves. Some 
of the results so far won are of outstanding importance and 
they encourage the hope that in a few years more we shall 
be absolved from the reproach of the past on this subject. 

One of these outstanding results has been achieved by Dr. 
Florence B. Seibert, associated with Dr. E. R. Long, of the 
Otto S. A. Sprague Memorial Institute of the University of 
Chicago, who cultivating tubercle bacilli in a synthetic medium 
devised by Dr. Long, free from phortein «f€ any kind and con- 
taining only three organic constituents, asparagin glycerol and 
citric acid, prepared two years ago from them a quantity of 
tuberculin, from which she isolated three proteins whose char- 
acters, chemical and physical, she determined. She found that 
only one of these, soluble in distilled water and, therefore, an 
albumin, can bring out the typical reaction in tuberculous ani- 
mals. She has continued her work and has recently succeeded 
in purifying this protein by repeated crystallization, after the 
method of Hopkins and Pinkus for the crystallization of pro- 
teins, from solutions of it at a pH of 4.9. After fourteen crys- 
tallizations it gave the miximum tuberculin skin reactions and 
a typical tuberculin atrophy of the testicle in a tuberculous 
guinea pig. After the tenth crystallization less than half of it 
was required to give as strong a reaction as that given by the 
product of the first crystallization. It is easily denatured, that 
is, altered in its composition and properties, as shown by its loss 
of the power to crystallize and also by the loss of its power 
to produce the reaction. 

This protein, apparently, is not free from the bacilli except 
when they disintegrate or are autolyzed. It is, therefore, an 
endotoxin, as is that derived from the typhoid bacilli, but unlike 
the diphtheria toxin which is normally secreted into the culture 
medium by the diphtheria bacilli. As the reactive substance 
derived from the tubercle bacilli is a protein, Dr. Herbert re- 
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gards the reaction given by it as an allergic one. If it is so, then 
it is difficult to explain why the reaction occurs, for tubercle 
bacilli must, in tuberculous animals, undergo autolysis and the 
protein set free should continuously give the reaction. Is this 
protein, which is highly toxic, denatured, once the early stage 
of infection is passed, by the clasmatocytes which ingest and 
destroy the bacilli and thus prevent the protein from passing 
out from the tubercles? If the protein is constantly set free 
from the bacilli in the infected subject in more than infinitesi- 
mally minute quantities, why should the injection of minute 
portions of it bring about the typical reaction? These ques- 
tions indicate that the exact nature of the reaction has still to 
be determined. 

Of equal importance and interest are the results so far de- 
rived from the attack on the chemistry of the tubercle bacillus 
and on its constituents now being carried on under the aus- 
pices of the Committee on Medical Research of the United 
States National Tuberculosis Association. This Committee has 
secured the services of a number of specially qualified chem- 
ists, biologists and pathologists, who have arranged to co- 
operate in this attack. The extent of this organization may be 
inferred from the fact that three United States government di- 
visions, eight universities, four endowed laboratories, two man- 
ufacturing chemical plants, seven volunteer health bodies, an1 
two semi-governmental bodies are concerned in it. This re- 
search has been carried on for about two years, and, of course, 
has not as yet covered the whole of the field, but so far it 
has made very considerable progress. A very brief summary 
of the results already obtained has been recently furnished by 
Dr. W. C. White*, of the United States Public Health Service, 
Washington, who is engaged in co-ordinating the work of the 
group of workers. 

A number of the unaltered constituents of the bacilli, cul- 
tivated for six weeks in the Long synthetic medium, have been 
isolated by Professor Treat B. Johnson, of Yale, and distrib- 
uted amongst the other workers who are engaged in ascer- 
taining their action on normal animals. These constituents are 
a nucleo-protein, several proteins, a plysaccharide, sulphur-con- 
taining compounds and a phosphatide fraction. The effects of 
injections of the proteins and of the phosphatide have been 
studied by Sabin and Doan of the Rockefeller Institute. The 
protein fractions gave markedly toxic effects, high fever, mul 
tiple haemorrhages, and a very great increase in the number 
ot clasmatocytes, especially in the so-called interstitial pneu- 
monia of the lungs. The significance of this increase in the 
clasmatocytes is found in their activity in ingesting and frag- 
menting tubercle bacilli. The phosphatide fraction, which :s 
entirely non-toxic, gave, on injection into the peritoneal cavity, 
massive local increases in the monocytes, epithelioid cells and 
giant cells of the Langhans type, which are special constituents 
of typical tuberculous tissue, and which “house” as it were 
the tubercle bacilli in the chronic infections. This property 
of the phosphatide fraction has later been shown, after a finer 
fractionation, to be due to a saturated fatty acid. What this 
fatty acid is has not been determined, but it must be of a kind 
hitherto unknown. 

From all this it is evident that very great advances have 
been made in our knowledge of the chemistry of tuberculin 
and of the tubercle bacillus, and it is not too much to hope 
that in the next few years we shall be in a position to combat 
tuberculosis fundamentally and effectively —A. B.MacCallum— 
The Canadian M.A.J., Oct., 19 


Diseases of Over-feeding 


Dr. Kollert discussed recently in the Medical College for Post- 
graduates the problem of conditions produced by excess of food 
He said that in eclamptic uremia fat is excreted in the urine, and 
cedema is very often noticeable. During the later part of the 
war, when there was a scarcity of fat in the daily fare, fat in the 
urine, as well as uremia eclamptica, was almost unknown here, 
although there were numerous cases of nephritis. With reappear- 
ance ot fat in the daily food the old conditions returned. Cirrho- 
sis of the liver was also very rare during that period, whilst 
diabetic troubles and Graves’s disease became much less com- 
mon. Observations amongst primitive races seem to prove that 
an almost exclusive meat diet predisposes to early arterio-sclero- 
sis. Overfeeding with vitamin B, he believes, distinctly encour- 
ages enlargeme “lymphatic 
habitus” of the older writers, who already suspected faulty feed- 
ing as a causal factor in this condition. Excess of vitamin D, he 
said, seems to promote calcification of the large blood-vessels. But 
all these relations are not yet thoroughly investigated, and only 
one fact stands out clearly—namely, that diseases run a different 
course according to the kind of feeding which the patient Had 
cave his illness —Vienna Correspondent—The Lancet, Jan. 5, 
1929. 








* Science, July 13, 1928. 
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Dental Fallacies Nailed 


1. That dental work should not be done during pregnancy. 

2. That every child costs the mother a tooth. 

3. That if there is not- enough calcium to form the bones 
and teeth of the unborn child, the teeth of the mother are de- 
calcified to make up the deficiency. 

4. That diet during pregnancy can have little to do with the 
teeth of the child because it does not get teeth until it is six 
months old. 

5. That baby teeth need no attention because they will be lost 
anyway. 

6. That baby teeth have very short roots. 

7. That the tongue must be kept out of newly extracted baby 
teeth sockets so that the permanent teeth will not come in 
“crooked.” 

8. That the front teeth are the first permanent teeth to erupt. 

9. That thumb-sucking is a bad habit, but that there is really 
no harm in it. 

10. That the habit of thumb-sucking will correct itself as 
the child grows older. 

11. That some teeth are so soft that they will not hold 
fillings. 

12. That the wisdom tooth decays readily because it is softer 
than the other teeth—Hvgeia. 


Modern Problems in Neurology 


English neurologists are little given to the writing of syste- 
matic books, but on rare occasions we are able to welcome col- 
lections of papers by them issued in book form. To Dr. S. A. 
Kinnier Wilson we are now indebted for a group of selected 
contributions on the neurological problems which have partic- 
ularly engaged his attention in the last few years. The first 
third of the book* is devoted to the problem of epilepsy—or 
“The Epilepsies,” as Dr. Wilson prefers to say; the second to 
the problem with which the writer’s name is particularly asso- 
ciated, that of the diseases of the corpus thiatum; and among 
the remaining chapters we find one devoted to a third great 
problem, the nature of certain disorders of sensation. The 
problems of epilepsy, using the word in its widest sense, have 
of late years been engaging the concentrated attention of English 
specialists and their activity has frequently been reflected ia 
our own columns; among their more noteworthy contributions 
Dr. James Collier’s recent Lumleian lectures} and Dr. Gor- 
don Holmess Savill Memorial oration} rise to our minds. The 
English school of neurology has behind it the greatest contri- 
bution ever made to the knowledge of this subject, Hughlings 
Jackson’s discoveries and teaching in regard to the forms of 
attack which have since borne his name, and Dr. Wilson re: 
verts frequently to Hughlings’ Jackson as to the fons et origo 
of all modern knowledge in this department. In the articles 
now reprinted his own analytical mind has concerned itself 
chiefly with the most basal problems of the subject—what con- 
stitutes a fit? The type of movement in a general fit, the nu- 
merous variants of epileptic attacks, the inhibitory elements 
which form a part of every attack and seem to form the 
whole of certain attacks, and the essential unity with epilepsy 
of the peculiar symptom called narcolepsy. 

Of the chapters referring to diseases of the corpus striatum 
the keynote is restraint. Since Dr. Wilson gave the original 
description of the syndrome of the corpus striatum in 1912 there 
has been a widespread tendency to add the syndrome and very 
varied disturbances of movement and of speech and writing 
have been attributed to disorders of one or other part of the 
basal ganglia. But these ganglia are of simple structure and 
therefore most unlikely to have multiplex functions. Crit- 
ical judgment and experimental methods applied to some of 
these symptoms show that it is unjustifiable to ascribe them to 
striatal dysfunction, and the narrow limits which Dr. Wilson 
still sets to the functions of the corpus striatum will, we im- 
agine, surprise many of his colleagues abroad. “The main fea- 
tures of disease of the corpus striatum consist of disorder >f 
muscle-tone regulation, and appearance of involuntary move- 
ments.” “Disease of the strio-spinal system . . . allows rigidity 
and hyperginesis.” The author, who speaks with authority 
in this department, sees no reason to add to these. 

The third great problem in neurology which this stimulating 
book raises is that of the nature of certain subjective sensory 
disorders associated with organic lesions. In the chapter en- 
titled “Dysaesthesiae and their Neural Correlates” (the title 
smells of brimstone and the black art!) the philosopher in the 
neurologist is at his best. “Dysaesthesiae” includes all subjec- 
tive disorders of sensation, such as “burning,” “tingling,” “dead- 





* Modern Problems in Neurology. London: Edward Arnold and Co. 
Pp. 364, with 56 illustrations. 21s. 
t The Lancet, 1928, i., 587, 642, 687. tIbid., 1927, i., 957. 
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ness,” which seem to arise spontaneously. After a brief pre- 
liminary discussion, including a short consideration of the na- 
ture of pain the dysaesthesiae associated with lesions at the va- 
rious neural levels are described. Since these abnormalities 
are conscious sensations the afferent paths from the sites of 
the lesions to the ‘perceiving cortex” must be open, and the 
latter must be intact. Their pathogenesis may be attributed 
either to stimulation and excitation at the site of the lesion-- 
in many ways the simplest theory, or to the withdrawal of the 
influence of a postulated inhibitory sensory system—a view 
which presents many theoretical difficulties as yet, but to which 
further evidence may bring more support. Another pathogenic 
factor may be lesions either of the sympathetic nervous sys- 
tem or of the vascular system. Cases of peri-arterial sympa- 
thectomy furnish evidence pointing to the modification of cer- 
tain sensory disorders by operation on arterial nerve-plexuses. 
Thus under certain circumstances a neural origin, under others 
a vascular of sympathetic-vascular origin underlies the mani- 
festation of dysaesthesiae on consciousness. 

The presentation of these papers in permanent and accessible 
form is the more fitting inasmuch as the writer possesses, in a 
degree uncommon among medical authors of our time, a gift 
for putting his contributions into literary shape—The Lancet, 
Sept, 29, 1928. 


The Four Plagues of Egypt 


Few persons not directly concerned realize the difficulty and 
importance of the Egyptian problem. It came to birth with the 
opening of the Suez Canal, when the growing Empire found an 
imperfectly organized population across its vital trade-route. It 
reached a baleful adolescence in the days of the Dual Control 
and the occupation, and at the time of Gordon’s death it filled the 
English horizon. The genius of Cromer, Milner, and Kitchener 
kept it within bounds until 1914, but while the Empire was at 
war the Egyptian problem grew apace. The time for repressive 
measures had passed, and the remedy was tried of giving the 
country the utmost possible degree of autonomy. But against 
peace along these lines is the necessity of maintaining sufficient 
force in the background to protect the Canal and the European 
interests in Egypt if anarchy should command the situation. 
Politically the Nile Valley remains a flood that may burst its 
banks at any moment, and there are only flimsy barrriers in the 
way of its disruptive power. 

The pecliar bitterness of the Egyptian populace as a whole 
against Europe is due to the fact that while her Western 
neighbors have attained to a real civilization, Egypt has never 
since the great days of the Pharoahs achieved more than a 
shadow. The apparent modernity of Egyptian institutions is a 
cloak held by various Western interests over one of the most 
ignorant and downtrodden people in the world. If the country 
were ieft to itself its railways, hotels, and most of its commerce 
would disappear in a few years. There are probably many rea- 
sons for this failure to become civilized, but none can be more 
important than that advanced by Dr. J. B. Christopherson in his 
presidential address delivered on Nov. Ist to the Section of 
Tropical Diseases and Parasitology of the Royal Society of 
Medicine. It is impossible to have a sound mind in an unsound 
body, and Egypt is physically rotten. The foreigners and edu- 
cated classes together, says Dr. Christopherson, do not number 
more than half a million, and the vitalizing element of the coun- 
try is the fellahin, the agricultural population of 14 millions. This 
huge class is practically illiterate, is ground down in the mud of 
its cultivations by tyranny great and small, and is ravaged by 
the four plagues of bilharzia, hookworm, pellagra, and ophthalmia. 
Dr. Christopherson might have added to this list diabetes and 
sexual perversion, both of which are widespread. Bilharzia and 
hookworm are traceable directly to the river and the soil from 
which the race springs; pellagra is presumably a food-defiiency 
disease, and the ophthalmic infections are spread by flies which 
breed in the dirt of the villages. Probably 75 per cent of the 
nation suffer from bilharzia, and the four plagues together ac- 
count, in Dr. Christopherson’s opinion, for one-third of all the 
deaths. These afflictions impose on their hosts a hopeless mental 
and moral handicap; they undermine self-confidence and man- 
hood and make their victim ineducable and uncivilizable. The 
proof of this is in the incredible change that comes over the 
fellah who is cured of them. Dr. Christopherson describes the 
ordinary untreated peasant as a man of good physique with a 
somewhat hang-dog expression, a pale, sallow, muddy complexion, 
not over-clean or tidy, cruel, unreliable, impulsive, fanatical, and 
easily influenced to criminal acts. He has no ambition, and his 
habits are those of 2000 or 10,000 years ago. The “nafr” in the 
Egyptian Army, who is nowadays kept free from his endemic dis- 
eases, is a fine worker, capable of steadiness and devotion, pos- 
sessed of a very keen sense of humor and an original talent for 
impromptu acting. The Church Missionary Society recognize 
that no amount of educative effort is of any use until these dis- 
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eases are eradicated, and at their hospital in Old Cairo 13,167 
persons were cured during 1926 and 1927. 

Dr. Christopherson’s conclusion, that Egypt’s need is not so 
much for law or for the material benefits of civlization, as for 
physicians to cure her four plagues, will be endorsed by every- 
one with practical experience of the country. They are for her 
the root of all evil. If the fellah had a healthy body he would be 
educable ; if he were educated he could be civilized and politically 
enfranchised as nowadays, whatever the appearance of things 
may be, he certainly is not. If he were civilized he could be left 
in charge of his own country without the constant suspicious 
supervision that seems indispensable today and is so irksome 
and humiliating to those Egyptians who wish to fulfil their ob- 
ligations to the West. Truly, he who will cure the four plagues 
may have of Egypt anything he wishes. 

—The Lancet, Nov. 10, 1928. 


How Can We Best Prevent the Contracting of Colds? 


“Here we would like to draw attention to the great danger 
just before our furnaces are lighted in the fall and after they 
are allowed to go out in the spring. At such times we are likely 
to sit in a temperature that is colder than the heat generated by 
our bodies can counteract. A temperature that is perfectly safe 
and even wholesome to move around in when we have a reason- 
able degree of physical exercise may be, and in fact is, a source 
of danger if we are sitting still or lying down. This should be 
our guide as regards additional clothing and heat. 

“Another not infrequent way by which the resistance of our 
bodies is reduced and the temperature lowered out of proportion 
to the amount of heat produced, is by getting wet or by cold and 
damp feet. In this case, there is necessarily an increased amount 
of evaporation going on and this is always attended by a decided 
loss of heat from the body. 

“On the other hand, there is the danger of dressing too warmly. 
This error applies more particularly to the so-called winter un- 
derclothing which, as a matter of fact, should be very little, if 
any, heavier than that worn in the summer. We must bear in 
mind that in our homes, in our offices or places of business the 
temperature by our artificial means of heating during the winter 
time is practically the same as that which we enjoy in the summer 
time. Why, then, should we require any heavier clothing? The 
time for the heavier clothing is when we go outdoors into the 
cold air. If we have heavy underwear, the chances are our skins 
will be bathed in perspiration, which will very materially expose 
us to cold when we go out, on account of the rapid evaporation of 
this perspiration. 

“Then there is the regulation of the diet. It must be borne 
in mind that our food constitutes the fuel and if it is not care- 
fully selected it will not generate the necessary amount of heat, 
particularly in the winter. We require to see to it that our food 
is of such a character as will supply an ample number of calories. 
We must, therefore, choose food with heat-producing qualities— 
carbohydrates and fats. ‘ 

“In fact, the violation of any of the laws of personal hygiene 
has a tendency at all times to materially lower the resistance of 
our bodies and thus predispose us to colds or other diseases. 
Overwork, either physical or mental, so as to cause fatigue, also 
loss of rest and worry, all have a tendency to lower the vitality 
and contitute predisposing causes that are to be guarded against 
as far as possible. ae 

“Skin gymnastics are ofttimes beneficial That is, it is well to 
begin in the early fall by taking tepid or cold baths or shower 
baths, or, if this is not convenient, to sponge the face, neck and 
chest with cold water every morning and to take occasional air- 
baths, that is, after the regular tub bath, whether it be warm, 
tepid or cold, and follow by a brisk rubbing. me 

“All these have a tendency to give tone and resisting power to 
the surface of our bodies. aay 

“However, these are only auxiliaries. The main thing is to 
not leave anything undone that is essential to keep us physically 
fit. It must be apparent that proper nutrition, a properly bal- 
anced diet and the securing of a proper assimilation of our food 
and regularity of the evacuation from the body, both from the 
bowels and kidneys, are all extremely important.”—Health Bul- 
letin, Dept. of Public Health, Toronto, Sent. 22, 1928, vol. ii. 


The Treatment of Tuberculosis with Sanocrysin 

L. Bernard and C. Mayer report their experience, which now 
extends over four years, with Sanocrysin in the treatment of 
tuberculosis. They come to the conclusion that while this pre- 
paration does not possess the specific action upon tuberculosis 
which was at first attributed to it, yet undeniably it does have 
a beneficial action upon the course of the disease, particularly in 
febrile cases. In a series of 142 cases of tuberculosis, 43 per 
cent. of them improved, with the administration of Sanocrysin, 
as regards the spread of the disease, the lowering of the tem- 
perature, and an amelioration in the X-ray appearances.—(Ga- 
zette des Hépitaux, March 23, 1929, p. 467.) 
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The International Medical Annual. A Year Book of Treat- 
ment and Practitioner’s index, 47th Year. New York. 
William Wood and Company, 1929, Price $6 

This volume is a purely British one, with a staff of more than 

30 collaborators comprising incidentally men as well known as 
Hey-Groves, Hutchinson, Lockhart-Mummery, Purves- 
Stewart and Rolleston, to go no further. The number of pages 
is 568, closely printed and in small but perfectly legible type. 
There are 62 plates and 89 text figures. The arrangement of 
the text is alphabetical throughout, beginning with Abdominal 
and closing with Yellow Fever. The scope of the book is re- 
stricted largely to a record of progress during the past year. As 
a rule the articles are of considerable length with titles of a 
general character; individual subjects being cross-referenced to 
general ones. An analytical index of about 28 pages makes it 
possible to locate any special subject. In some instances the 
progress stated is not so nearly flush with the present moment 
as one would anticipate. Thus under Yellow Fever the refer- 
ences seem to extend only to the middle of 1928 and some of 
the subsequent happenings are therefore omitted. Survey of a 
number of other articles shows a similar defect, which may of 
course have been unavoidable. We find no mention of certain 
affections—for example multiple sclerosis and epilepsy. Natural- 
ly — is not available for an extended review of a reference 
annual. 


Nervous and Mental Diseases. (Series 1928 of the Practical 
Medicine Series), Edited by Peter Bassoe, M. D., Clinical 
Professor of Neurology, Rush Medical College, Chicago. 
The Yearbook Publishers. 1929. Price $2.25. 

To those unfamilar with this series of yearbooks we may state 
that eight volumes are published annually which are meant to 
cover the entire field of medicine and surgery, each volume a 
separate and complete unit. There are 378 pages in this volume 
and the price as prices go is remarkably low for the value. There 
are 26 illustrations. The section on mental diseases seems rather 
short although it comprises personality studies, psycho-pathy 
without psychosis and other collateral matter. General paralysis 
is considered in the neurological section for some unknown 
reason. We see no reference to the work of Loevenhart in treat- 
ing katatonic stupor with vapor inhalations. The section on 
neurology includes a section on endocrine diseases, although 
limited tor the most part to certain glands to the exclusion of 
others. Much space is given to encephalitis and its sequelae but 
correspondingly little to multiple sclerosis; in connection with 
the former post-vaccinal encephalitis and its congeners receive 
full attention. However, space does not permit of an exhaustive 
summary of the book. j 


Diseases of the Tyroid Gland. Arthur E. Hertzler, M.D. 
The C. V. Mosby Co., St. Louis, 1929. Second edition, pp. 
286. Price, $7.50. 

Hertzler, in his clinic at Halstead, Kansas, has been able to 
study his patients, and the tissues involved over a period of 
years. His conclusions are derived after constant comparison 
of clinical pictures, the pathology, and repeated examination 
of the patient in after years. This is similar to the studies of 
Sir James Mackenzie, at St. Andrews and Dr. Hertzler has 
similarly enjoyed the advantage of years of observation in a 
single case. Surgeons are, by necessity, apt to lose sight of the 
patient after the patient leaves the hospital and there is a great 
deal which transpires which only the family physician sees. 

This volume is an exhaustive study of the subject; the text 
is well arranged and well illustrated. 


Arthritis and Rheumatoid Conditions. Their Nature and 
Treatment. By Ralph Pemberton, M. D. Lea and Febiger, 
Phila., Pp. 354. 1929. Price, $5.00. 

Pemberton has done a great deal in this field and we have 
looked forward for some time to the publication of his complete 
work. We are not disappointed; on the contrary, the book 
gives us more than we expected. The author deals with his sub- 
ject in a clear manner and embraces it from every angle from 
pathology to treatment. The treatment covers about 130 pages 
and includes physiotherapy, vaccinotherapy, diet, drugs, etc. 
Every form of arthritis is considered. 


Getting Ready to Be a Mother. By Carolyn Conant Van 
Blarcom, R.N. Second Edition. The Macmillan Co., New 
York, 1929. Pp. 286. Price, $1.75. 

A well written book of great practical value to the young 
woman who is looking forward to motherhood. Beautifully illus- 
trated and printed. 
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The Healthy Baby. The Care and Feeding of Infants in 
Sickness and in Health. By Roger H. Dennett, B. S., M. 
, D. Sc., Professor of Diseases of Children and Director 
of the Department in the New York Post-Graduate Medical 
School, etc. New York, the Macmillan Company. 1929. 
This is a new edition of Professor Dennett’s well-known and 
useful little book. It remains one of the best guides for the 
young mother. Simplicity and elementary things are the book’s 
keynotes. Rickets and allied conditions are dealt with from the 
new angles. The author’s familiar views as to boiled milk 
throughout the bottle period are emphasized. This book could 
well be the first book in any well-bred baby’s library. 


Who’s Who Among the Microbes. By William H. Park, 
M. D., and Anna W. Williams, M. D,. New York and 
London, the Century Company. Pp. 302, including index. 
1929. 

The Directors of the Bureau of Laboratories of the New York 
City Department of Health have told a most fascinating story of 
both the useful and dangerous microbes. It is a kind of “biog- 
raphy” more profitable than much of the stuff now ladled out by 
publishing firms dealing with deadly dull humans—clerics and 
politicians of earlier generations. These “ever present, ever 
active creatures” provide a drama—as told by these clever 
authors—that is highly stimulating to read about. This book 
is a popular presentation of laboratory experiences and their 
practical applications in public health work that should go a long 
way toward highly enlightening the laity while it entertains 
them. 


Hospital Administration: A Career. By Michael M. Davis, 
Ph. D., New York. Rockfeller Foundation. 1929. 

This work is a paper bound volume of 97 pages. The sub- 
title is “The Need of Trained Executives for a Billion Dollar 
Business and How They May Be Trained”. On page 88 we 
find an author’s summary which comprises the following. Dur- 
ing the past fifty years the number of hospitals has increased 
to 7,500 with 860,000 beds. There is as yet no systematic train- 
ing for hospital administration and the fundamental need is for a 
research institute for the operation of hospitals and clinics. Such 
an institute might be located at some university of high stand- 
ing. In time extension courses of this sort might function in 
numerous institutions with the aim of providing hospital ad- 
ministrators, and the idea might even work out in the under- 
graduate curriculum. The hospitals in the U. S. have an annual 
expenditure of about one billion dollars, with four billions of 
capital invested, furnish occupation to 600,000 people with a 
turnover of 12,000,000 patients annually. 


A Patient’s Manual of Diabetes. By Herbert W. Moxon, 
B.A., M.R.C.S., L.R.C.P., Hon. Physician, The Perth Hos- 
pital, Perth, Western Australia New York: William Wood 
and Company. Pp. 132, including index. 1929. Price $2.25. 

This is a lucidly written and well-arranged little book for the 
guidance of the diabetic. It is intended to enable him to manage 
his own case (under supervision). It should give him a mental 
picture of his disease and its management “such as will never 
be forgotten,” and it should serve very well the author's pur- 
pose of sparing the time and saving the patience of the physician. 


Proctology. By Dr. Frank C. Yeomans. D. Appleton and 
Co., New York. 1929 Pp. 661. 

This volume is a treatise on the malformations, injuries and 
diseases of the rectum, anus and pelvic colon. Dr. Yeomans has 
covered his field in a very able manner, giving with detail his 
practical experience. The book is well printed and the 417 illus- 
trations and four colored plates add to its presentation. The 
chapters on anatomy are well arranged. The technic of examina- 
tion should be read by every physician as it is so easy to over- 
look disease of the rectum. Dr. Yeomans gives each step in the 
examination just as he does with the operative procedures. The 
chapter on chronic constipation is excellent; so are the chapters 
on hemorrhoids, pruritus ani, syphilis, fistulae, and many other 
conditions. Surgical treatment is thorougly discussed. 


A Textbook of Pharmacology & Therapeutics. A Text-Book 
of Pharmacology and Therapeutics. By Hugh A. McGuigan, 
M.D., Professor of Pharmacology and Therapeutics, Uni- 
versity of Illinois, School of Medicine, Chicago. Octavo 
volume of 660 pages, illustrated. W. B. Saunders Company, 
1928. Cloth, $6.00. 

Dr. McGuigan has attempted to connect physiology, bio- 
chemistry and pharmacology with clinical application. He states 
facts of pharmacology and gives the basis for these facts. The 
book is well written and well arranged. There is a good work- 
ing index. On page 245, at bottom of page, there is a typo- 
graphical error: “sulphur lotion” should be “sulphur lotum”. 
The reviewer has found this volume of value in his work. 
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A Lost Commander. Florence Nightingale. By Mary Ray- 
mond Shipman Andrews. Doubleday, Doran and Co., Gar- 
den ‘City, N. Y. 1929. 

A beautifully written story of Florence Nightingale, covering 

a history of her work. But could there be a more inept title? 


Goiter Prevention and Thyroid Protection. By Isreal Bram, 
M.D. F. A. Davis Co., Philadelphia. 1929. Pp. 327 
This book was written for the layman. It covers the subject 
very well. 


Pediatrics. The Practical Medicine Series. Editea by Drs. 
Isaac A. Abt and Arthur F. Abt. Series 1928. The Year 
Book Publishers, Chicago. Pp. 441. Price, $2.25. 

This volume takes up the recent advances in pediatrics, deal- 
ing with diseases of the new born, infant feeding, nutrition and 
nutritional disorders, infectious diseases, and many other sub- 
jects. The authors discuss the important questions at the end 
of the articles. A general review of American and foreign med- 
ical journals and the subjects are well selected. 


Care of the Mouth and Teeth. By Har-ey Burknart, D.D.S. 
The National Health Series. Funk & Wagnalls, New York. 
Price, 30c. . 

A good book for patients to read. 


What Every One Should Know About Eyes. By F. Park 

Lewis, M.D. Funk and Wagnalls.Co., New York. Price 30c. 

Another of the National Health Series, carrying valuable mes- 
sages to the public. 


Diabetes and Its Treatment. The National Health Series, 
Funk and Wagnalls, New York. Pp. 98. Price, 30c. 
This small volume with flexible covers is ably edited by Dr. 
Frederick M. Allen. While it is primarily published for the lay- 
man, the physician will find it interesting. 


General Therapeutics. The Practical Medicine Series. Edited 
by Dr. Bernard Fantus. Pp. 470. The Year Book Publish- 
ers, Chicago. Price, $2.25. 

The reviewer cannot recommend this volume too highly. It 
covers all of the newer work in therapeutics. 


Osteomyelitis 


When first seen, the skin overlying the infected bone is often 
white and shiny, with just a suspicion of pitting cedema, and 
exquisitely tender. It is hotter than the corresponding part of 
the other side of the body. If the bone is deeply situated, or 
there is some doubt whether the inflammatory condition is in 
or outside the bone, an extremely helpful diagnostic sign lies in 
percussion of the bone away from the suspected area, e.g. the 
lower end of the tibia in suspected upper end. An acutely in- 
flamed bone is tender throughout, and light percussion, even if 
at some distance from the diseased focus, is painful. 

Joint signs are always present in slight degree because of the 
reactionary effusion already referred to. In the case of a focus 
in the neck of the femur, the joint signs uredominate for the 
reasons given above. 

In later cases a frank abscess may be present, which has broken 
through the periosteum. In one example in this series the case 
was undiagnosed for ten days, and when the patient arrived at 
hospital the whole tibia was found to be bathed in an enormous 
subperiosteal abscess extending from one articular end to the 
other. At operation the whole shaft of the tibia came away as 
a sequestrum. 

Diagnosis is not difficult as a rule—a fortunate fact, for the 
best hope of cure lies in immediate operation. So extensive are 
the ravages of sepsis upon the bone, and so rapid in their course, 
that it is infinitely better to explore the bone if doubt exists 
rather than to run the risk of delayed operation. 

Apart from the fulminating cases, which are invariably fatal, 
the prognosis as to life is good. Only one case in this series was 
lost—that of a boy who died shortly after a second operation 
one month after the primary one. The younger the patient the 
worse the prognosis. The bone, too, is of importance. The 
moredistal the better the prognosis. It is quite impossible to 
give a prognosis with any degree of certainty with regard to the 
local condition. Even though a healed wound may result from 
the first operation, the patient is never free from the possibility 
of a recurrence. In one case in this series an operation for re- 
moval of a sequestrum was performed exactlv sixtv years after 
the original operation for acute osteomyelitis—Edwards, The 
Practitioner, May, 19: 


Smallpox 
During 1928 there was an increase of 250 cases of smallpox 
a week over 1927 in the United States. 




















